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ERUM AGHA: Physical and Behavioral Health of Refugee Women Resettled in the United 
States 
(Under the direction of Dr. Gary S. Cuddeback) 
 The United States has offered resettlement to more than 3 million refugees who 
present a high risk for physical and behavioral health problems. Women comprise more than 
half the resettled refugees and are more vulnerable to these problems. However, more 
information is needed on the physical and behavioral health needs of resettled refugee 
women. This three-paper dissertation provides information regarding the physical and 
behavioral health needs of refugee women resettled in the United States. Paper 1 is a 
systematic review of factors related to behavioral health problems among refugee women 
resettled in the United States and the challenges presented by these behavioral health 
problems. Paper 2 is a qualitative study that examines the physical and behavioral health 
needs and challenges to accessing and utilizing health and behavioral health services among   
refugee women resettled in the United States. Paper 3 is the analysis of a nationally 
representative cross-sectional dataset, The New Immigrant Survey (NIS-2003-1), and 
examines the group differences in physical and behavioral health needs and service 
utilization of resettled refugee women from rural and urban origins and compares the 
findings with those for resettled refugee men. Findings suggest that both pre-migration 
trauma and post-migration stressors are risk factors for poor behavioral health outcomes. In 




appropriate. Findings also suggest a need for examining the differences between refugee 
subgroups such as those belonging to rural and urban origins as needs for these groups may 
differ. Implications related to understanding the behavioral health needs of resettled refuge 
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PHYSICAL AND BEHAVIORAL HEALTH NEEDS OF REFUGEE WOMEN 
RESETTLED IN THE UNITED STATES 
 More than 71 million individuals are forcibly displaced due to war and conflict 
globally and are in need of housing, medical, education and economic assistance. This largest 
ever humanitarian public health crisis has grown from 44 million to 71 million in the last 10 
years and has surpassed the 60 million individuals who were displaced by World War II 
(United Nations High Commissioner for Refugees, 2020). These individuals have witnessed 
or experienced extreme violations of human rights including torture, trauma, killings and 
persecution by armed forces or rebel groups (Silove, Ventevogel, & Rees, 2017). Often the 
plight of refugees is multi-generational which manifests as issues in physical health, 
behavioral health, inter-personal relations, poverty, and lack of education (Efird & Bith-
Melander, 2018).  
The United Nations has acknowledged a shared responsibility for managing this 
refugee crisis through international cooperation and many Western countries, including the 
United States, have responded to the call by providing resettlement to war refugees (United 
Nations, 2016).  The United States currently hosts 3.3 million refugees from more than 100 
nations who are resettled by government and non-government agencies in partnership with 
the United Nations (U.S. Department of State, 2020). These refugees have unique physical 





Impact of Trauma and Stressors on Refugee Behavioral Health  
Cumulative exposure to war, violence, and related trauma in the pre-migration and 
transit stages is linked with a wide range of physical and behavioral health problems among 
refugees (Turrini et al, 2017). In particular, refugee women are further marginalized due to 
the intersectionality of race, gender, lower education, less financial independence, and 
cultural norms (Schweitzer et al., 2018). Behavioral health problems resulting from untreated 
trauma for refugee women are associated with impaired parenting, poor family relations, and 
poor communication styles (Dalgaard, Tod, Daniel, & Montgomery, 2016). Further, maternal 
trauma and distress have been associated with distress among their children (Sangalang & 
Vang, 2017).  
In addition to the pre-migration trauma, ongoing stressors in the post-migration stage 
are also linked with high levels of distress among resettled refugee women (Savic, Chur-
Hansen, Mahmood, & Moore, 2016). Thus, there is evidence that greater levels of maternal 
trauma and resulting behavioral health problems are associated with greater distress among 
the children in the family, which in turn impacts these children’s ability to optimize their 
potential in their homes, schools, and communities (Sangalang & Vang, 2017). Although 
studies on the prevalence rates of commonly occurring mental health problems among 
refugees are available, studies that discuss the risk factors are scarce and few studies exist 
that are aimed at highlighting and addressing behavioral health issues specific to refugee 
women (Goodkind et al., 2014; Lionis et al., 2018).  
Gaps in the Literature 
There are significant gaps in the literature regarding the health and behavioral health 
needs and service utilization of refugee women. First, the lack of research on factors related 




comprehensive information is not available on which to base health and psychosocial 
interventions to address these illnesses (Miller & Rasmussen, 2017). Second, the perspectives 
on the behavioral health needs of resettled refugee women have not been adequately 
documented in the published literature which means that often there is a gap between 
provider and client understanding of refugee women’s behavioral health needs. Third, little is 
known about how the physical and behavioral health needs and patterns of health service 
utilization differ among male and female refugees and among refugees from rural and urban 
backgrounds. This dissertation begins to address these gaps in the research though a 
systematic review, a qualitative study and secondary data analysis. 
Factors related to the behavioral health needs of resettled refugee women. 
Limited information is available about the distinct factors that impact the behavioral health of 
refugee women in the pre- and post-migration stages. Exposure to trauma in the pre-
migration stage and resettlement related stressors in the post-migration stage remain some of 
the strongest factors associated with impaired behavioral health. However, comprehensive 
details for these factors as well as information about the challenges encountered by resettled 
refugee women is largely missing from the literature (Kirmayer et al., 2011; Silove, 
Ventevogel, & Rees, 2017). This information is necessary to develop policies and 
interventions and inform social work practice to address the behavioral health problems 
among resettled refugee women.  
Perspectives of resettled refugee women. There is a lack of representation of 
resettlement service providers perspectives in the literature, which means, to a large extent, 
policy and practice are poorly informed regarding their needs and challenges (Felsman, 




shaped by resettled refugee women’s beliefs and cultures (Colvin, 2018). This information 
may provide insight into the physical and behavioral health needs of resettled refugee women 
and their attitudes towards health and healing (Baer, Singer, Long, & Erickson, 2016).  
Differences in behavioral health needs among rural and urban refugees. 
Refugees are not a homogenous group and differences exist among them based on gender, 
and geographical areas of origin in terms of their physical and behavioral health needs and 
service utilization (Floyd & Sakellariou, 2017). Examining these differences may provide 
important insight into understanding the unique needs of rural refugees based on these 
differences (Robertson, Savik, Mathiason-Moore, Mohamed, & Hoffman, 2016).  
Organization of the Dissertation 
This introduction provides justification for the research studies that follow. The three 
papers in the dissertation are prepared as individual manuscripts around a central theme of 
physical and behavioral health needs of resettled refugee women. There is some overlap in 
the content of the introductions of the three papers; however, each paper has its own unique 
methods, design, sample, measures and analysis.  
Paper 1 presents findings from a systematic review of factors related to behavioral 
health problems among refugee women resettled in the United States and the challenges 
presented by these behavioral health problems. Paper 2 presents findings from a 
phenomenological qualitative study that examines the physical and behavioral health needs 
and challenges to accessing and utilizing health services among resettled refugee women 
from the perspectives of resettlement service providers. Paper 3 presents the results from 




(NIS-2003-1), and examines the group differences in physical and behavioral health needs 
and service utilization among rural and urban refugee women resettled in the United States.  
This dissertation concludes with a combined Discussion section that synthesizes and 
integrates findings from each of the three papers. The three papers are cohesive and 
complementary in that together they will begin to address significant gaps in our 
understanding of the physical and behavioral health needs of a highly vulnerable and 
marginalized population and promise to provide information that will guide social work 
practice, policy and future social work research for one of the most pressing humanitarian 
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FACTORS RELATED TO THE BEHAVIORAL HEALTH OF REFUGEE WOMEN 




The United States has resettled more than 3 million refugees of which 1.5 
million are women. Behavioral health problems are widely prevalent among 
resettled refugee women. Exposure to traumatic events related to war and 
conflict, or ‘pre-migration’ issues,  are associated with a range of behavioral 
health problems. Likewise, ongoing stressors after resettlement, or ‘post -
migration’ issues, continue to negatively impact these women. The combined 
and prolonged effect of the pre- and post-migration issues must be understood in 
order to comprehensively address the extent of behavioral health problems 
among resettled refugee women. This systematic review synthesizes findings 
from published studies on factors related to the behavioral health of refugee 
women resettled in the United States. Six databases were searched and fourteen 
studies were found that identified evidence of both pre - and post-migration 
stressors among 3,001 adult resettled refugee women. Findings reveal multiple 
behavioral health issues and a need for services and interventions to address 
these issues. In addition, a need for culturally appropriate services to address the 
challenges was reported by the studies. Given the implications of impaired 
behavioral health on resettled refugee women’s physical functioning, family 
relations, and ability to work, which ultimately result in negative outcomes for 
these women and their families, addressing these behavioral health problems is 
an urgent public health concern.  






At the end of 2019, more than 71 million people around the world were refugees, 
asylum seekers, or internally displaced due to war or conflict (United Nations High 
Commissioner for Refugees, 2020), which represents an increase of more than 6 million from 
the beginning of 2017 and the largest number of displaced persons ever recorded (United 
Nations, 2020). Among these 71 million individuals, 41.3 million people are internally 
displaced within their own countries, 26 million are refugees, and about 3.5 million are 
asylum seekers (UNHCR, 2020). The mass displacement of people from various areas of 
conflict throughout the world has dismantled the infrastructure for health, education and 
economy in war zones in numerous countries and has created the worst global humanitarian 
public health crisis since World War II (UNHCR, 2020). Many of the displaced individuals 
have experienced severe and numerous traumatic events and consequently present with 
complex health and behavioral health needs (Silove, Ventevogel, & Rees, 2017). These needs 
have been found to be greater than those among non-war affected populations and may 
persist or even increase over time (Bojic, Njoku, & Priebe, 2105).  
Resettlement is the process of relocation of refugees from an asylum country to 
another country that has offered to admit them, and ultimately grant them permanent 
settlement, with the goal of restoring human rights that have been violated, such as security, 
protection, freedom of expression and religion. The United States has historically been in the 
forefront for resolution of   refugee issues and has provided resettlement to more than three 
million refugees to date. These newly resettled refugees are often in need of services and 
interventions to address their unique behavioral health needs. However, refugees arrive from 
countries that are greatly different from the United States; therefore, little is known about the 




address these problems. In addition, much of the research on resettled refugees is conducted 
in Western Countries other than the United States and information from the programs and 
services in these countries may not fully depict the needs of refugees resettled in the United 
States. To begin to address this gap in literature, a systematic review was undertaken to 
identify the factors related to behavioral health problems among refugee women resettled in 
the United States.   
Physical Health Needs of Resettled Refugee Women 
Physical health needs for refugee women are different from, and often greater than, 
those of their male counterparts due to the added exposure to gender-based violence in war 
zones, in refugee camps, and during flight from conflict (Baird, 2012; Guruge, Roche, & 
Catallo, 2012; Newbold, Cho, & McKeary, 2013; Schweitzer et al., 2018). Consequently, 
refugee women are at a greater risk for developing long-term physical and mental health 
problems (Bojic, Njoku, & Priebe, 2015; Small, Kim, Praetorius, & Mitschke, 2016). 
Behavioral Health Needs of Resettled Refugee Women 
High levels of depression, anxiety and posttraumatic stress disorder are widely 
prevalent among refugee women (Charlson et al., 2019; Silove, Ventevogel, Rees, 2017; 
Steele et al., 2009). The risk of developing a serious mental illness is significantly higher in 
war refugees when compared with the general population and this risk persists years after 
resettlement (Bojic, Njoku, & Priebe, 2015; Jamil et al., 2010; Vaage, Thomsen, & Silove, 
2010). The global prevalence of mental health disorders (depression, anxiety, PTSD, bipolar 
disorder and schizophrenia) is 2-18% but their prevalence can be as high as 22% in 
populations affected by war and conflict (Charlson et al., 2019). As a comparison, the 




13.5%, respectively, in refugees, whereas these rates are 4.4%, 3.3% and 7.3%, respectively, 
among the world’s population (Charlson et al., 2016; Georgiadou, Zbidat, Schmitt, & Erim, 
2018).  
In addition, exposure to trauma has also been strongly associated with alcohol and 
substance use and other behavioral health problems among refugees (Bastin et al., 2013; 
Craig, Sossou, Schnak, & Essex, 2008; Horniyak, Melo, Farrell, Ojeda, & Strathdee, 2016). 
For the most part, epidemiological data and studies about alcohol and substance use among 
refugees is very limited; however, some studies have reported rates as high as 36% for 
alcohol use and 17-36% for drug use in refugee camp settings and 4-7% among those who 
are in resettlement countries (Ezard, et al., 2010; Horyniak et al., 2016).  
Higher risks for refugee women. Women are a particularly vulnerable group within 
the refugee population regardless of age, education or socio-economic status (Schweitzer et. 
al., 2018; Shin & Lee, 2015). Exposure to violence and war heightens the female refugees’ 
risk for developing a mental illness which, when combined with the intent and deliberateness 
to cause physical, emotional and psychological harm through rape or other forms of sexual 
violence, puts refugee women at a greater risk for developing PTSD and complex trauma 
(Getnet, Medhin, & Alem, 2019; Schulz, Marcovic-Johnson, & Huber, 2006).  
Women are twice as likely as men to be diagnosed with depression and high prevalence of 
depression in refugee women mirrors the higher prevalence of depression in women globally, 
which is estimated at 5.5% for women vs. 3.2% for men (Albert, 2015; Altemus, Sarvayia, & 
Epperson, 2014). Similarly, there is a higher prevalence of anxiety in women (23%) 
compared with men (14%) (Anxiety and Depression Association of America, 2019). Rates of 




2019). These trends from the global population are also observed in refugees and both the 
refugee women who are in camps and resettled refugee women screen positive for a much 
higher prevalence of these disorders when compared with refugee males and resettled refugee 
males (Kim, 2018; Vitale & Ryde, 2018). Refugees endure a myriad of physical, emotional, 
and psychological stressors in their home countries, in camps, and after resettlement 
(Shawyer, Enticott, Block, Cheng, & Meadows, 2017; Tay et al., 2015). Moreover, both pre- 
and post-migration factors contribute towards impaired behavioral health in resettled refugee 
women and must be examined simultaneously (Chen, Hall, Ling, & Renzaho, 2017; Miller & 
Rasmussen, 2017; Savic, Chur-Hansen, Mahmood, & Moore, 2016). 
Combined impact of pre- and post-migration factors on refugee women. 
Adversity at different stages of pre-migration, transit, and post-migration may equally 
contribute to behavioral health problems in the refugee population (Miller & Rasmussen, 
2017; Murray, Davidson, & Schweitzer, 2010; Rousseau, 2018; Turrini et al., 2017). The 
cumulative impact of multiple stressors during these stages is an established risk factor for a 
range of physical health problems, mental illnesses, and substance abuse, as well as 
precursors for diminished long-term physical and behavioral health outcomes (Horyniak, 
Melo, Farrell, Ojeda, & Strathdee, 2016;  Knipscheer, Sleijpen, Mooren, ter Heide, & van der 
Aa, 2015; Li, Liddell, & Nickerson, 2016).  
Compromised behavioral health limits a refugee woman’s well-being and ability to 
attain self-sufficiency (Craig, Jajua, & Warfa, 2009; Li & Anderson, 2015). In addition, the 
effects of impaired behavioral well-being are transferred to the family in that maternal 
traumatic distress is linked with reduced family functioning (Krauss, Wilson, Padron, & 




maternal trauma, for example, include impaired parenting, family relations and 
communication styles (Dalgaard, Todd, Daniel, & Montgomery, 2016; Field, Muong, & 
Sochanvimean, 2013). Furthermore, there is a relationship between the traumatic experiences 
of the mother and distress levels in children in that greater levels of maternal and/or family 
trauma are associated with greater distress among the children in the family (Muhtz et al., 
2015; Sangalang, Jager, & Harachi, 2017; Sangalang & Vang, 2017).  
Additionally, there is also significant evidence about the delayed effects of trauma 
and its impact on an individual’s physical and behavioral health. That is, a person who was 
able to cope with trauma at the time of exposure may feel the traumatic stress later in life 
(McFarlane, 2010; Nelson-Peterman, Toof, Liang, & Grigg-Saito, 2015). This is especially 
true if cues from daily life act as reminders of the trauma and reactions to those cues are 
manifested as reactivity or avoidance (Badour & Feldner, 2013).  
Gaps in the Literature 
Several factors are associated with behavioral health problems among refugee 
women. Exposure to trauma in the pre-migration stage and issues related to resettlement in 
the post-migration stage are some of the strongest determinants of behavioral health 
problems among refugee women (Schweitzer et al., 2018; Small, Kim, Praetorius, & 
Mitschke, 2016; Turini et al., 2017). However, few studies examine both pre- and post-
migration issues simultaneously, which is important if these needs are to be addressed fully 
(Miller & Rasmussen, 2017).  
Additionally, the impact of behavioral health problems on the daily life of refugee 
women has not been adequately studied (Kirmayer et al., 2011; Silove, Ventevogel, & Rees, 




and PTSD and are often conducted, illnesses such as bipolar disorder, schizophrenia and 
other psychotic illnesses are not assessed (Haagen et at., 2017). Likewise, studies of 
smoking, drug and alcohol use and suicidality are rare (Charlson et al., 2016). 
Furthermore, few interventions have been developed to address depression, anxiety 
and PTSD among resettled refugee women. Additionally, often the improvement of 
symptoms is only examined in clinical settings such as results from pre- and post-
interventions, which are assessed using instruments developed for Western populations 
(Song et al., 2018). This study begins to address these gaps by synthesizing the existing 
literature regarding factors related to behavioral health of refugee women resettled in the 
United States and the challenges resulting from these behavioral health problems.   
Current Study 
The current review synthesizes the literature regarding the factors related to 
behavioral health problems and behavioral health needs and related challenges of adult 
refugee women over 18 years of age who have been resettled in the United States. The 
review has two research questions: (1) What are the factors related to behavioral health 
problems among resettled refugee women, such as mental illnesses, substance use and other 
addictions? (2) What challenges do these behavioral health problems present and how do 
they influence the lives of resettled refugee women? 
Method 
Systematic Review Protocol 
A review protocol in accordance with the Cochrane Collaboration guidelines for 
systematic reviews outlined the procedure to be adhered to during the review (Higgins & 




librarian to ensure that appropriate databases, key words and search terms were included. In 
addition, experts in refugee behavioral health and refugee resettlement were consulted to 
solicit additional feedback regarding the relevance of the search terms. The final systematic 
review protocol was established thorough an iterative process and was submitted to Prospero 
for registration. Once registered, the protocol will be available for public use (Registration 
pending).  
This systematic review follows PRISMA guidelines and makes use of the tools that 
optimize accuracy and reliability of systematic reviews and are considered the gold standard 
for reporting (Littell, Corcoran, & Pillai, 2008; Moher et al., 2009). Accordingly, the review 
has the following dimensions which are typically used to assess the quality of systematic 
reviews: (1) transparency, (2) completeness, (3) methodological soundness, (4) credibility, 
and (5) relevance for practice (Bronson & Davis, 2012).  
The systematic review was guided by the aforementioned research questions, which 
were formulated after careful consideration of: (1) the purpose of the systematic review, (2) 
the parameters of the research questions, and (3) the relevance of the questions to 
researchers, practitioners and policy makers (Bronson & Davis, 2012). A descriptive 
synthesis approach was employed to synthesize and present findings from studies with 
diverse study designs (Verbeek, Ruotsalainen, & Hoving, 2012).  
Eligibility Criteria 
A priori eligibility criteria were developed to guide the inclusion and exclusion of 
studies in the review. This review limited studies to those that were published in peer-
reviewed journals. The studies were required to meet the following inclusion criteria: (1) 




of one or more measures to assess mental health and/or substance use disorders; (3) 
published between 2000 - 2019; and (4) reported outcomes separately for resettled refuge 
women.  
The decision to include studies between 2000 – 2019 was intended to capture the 
studies that would reflect the recent waves of refugees and their related problems. This 
strategy was projected to better align with the scope of the dissertation as well as provide 
information that is useful to practitioners and policy makers in the United States and other 
Western countries. However, studies conducted in Western countries were excluded because 
many approaches in those studies, although providing useful information, may not be 
applicable in the Western settings (Bell, Lori, Redman, & Seng, 2015; Segal, Khoury, Salah, 
& Ghannam, 2017).  
Studies were excluded if they were qualitative, did not use a behavioral health 
measure, had refugee women younger than 18 years in the sample, and/or did not report 
outcomes separately for resettled refugee women if other populations such as men, internally 
displaced persons, asylum seekers, or immigrants were also included in the study. Qualitative 
studies were not included due to methodological differences between qualitative and 
quantitative studies, implications of synthesis, and a lack of methods to assess confidence in 
the findings from mixed systematic reviews (Noyes et al., 2019).  
Databases, Keywords and Search String Parameters 
The following six databases were identified: (1) PubMed, (2) PsycInfo, (3) 
PTSDpubs (PILOTS), (4) CINAHL, (5) Scopus, and (6) Social Service Abstracts. These 
databases were selected based on their inclusion of articles focusing on refugees. The 




librarian. All the identified databases were accessible through the UNC library systems and 
access to full text articles was available. 
A search for titles and abstracts was conducted by the first author. For databases that 
did not facilitate a combined title and abstract search, such as PsycInfo, PILOTS, CINAHL, 
and Social Service Abstracts, two separate searches were conducted: (1) a search for titles; 
and (2) a search for abstracts. This process increased the probability of capturing duplicate 
articles. 
To ensure that the search was exhaustive and reviewed all available articles, gray 
literature searches and hand searches were also conducted. To review gray literature, 
searches were conducted using the Proquest Dissertation and Thesis database and Conference 
Proceedings Citation Index. In addition, reports from the United Nations High Commissioner 
for Refugees (UNHCR) and from the Office of Refugee Resettlement (ORR) were also 
reviewed for the search period (2000-2019). Additionally, hand searches were conducted for 
the search period (2000-2019) for the Journal of Refugee Studies, a leading journal in 
publishing studies related to refugees, to further ensure that relevant studies were not 
omitted. Finally, the reference lists of the selected articles were also examined. Two studies 
were identified through the Proquest Dissertation and Thesis database, which were also 
retrieved through peer reviewed searches. No studies were identified through hand searches.  
The following search string was used for searches in each of the databases: 
Refugee* OR displaced AND woman OR women OR female* AND health OR behavior* 
OR behaviour* OR mental OR depression OR anxiety OR PTSD OR posttraumatic OR post-
traumatic OR post traumatic OR trauma* OR substance OR alcohol OR drug OR 




verified during consultations with an expert reference librarian. The world “displaced” was 
included to capture any mention of forcibly displaced populations; however, using this 
strategy also captured a multitude of medical articles (i.e., displaced bones). The word 
“resettled” was not used in the search string because not all research refers to refugees 
resettled in other countries as “resettled”, but uses a variety of other descriptors. Therefore, 
using “resettled” would have restricted the searches. The first author conducted test searches 
to verify this hypothesis, which proved correct and further verified the robustness of the 
search string created for this systematic review.  
Screening and Abstraction 
A total of 6,414 articles were retrieved through title and abstract searches using the 
six databases for peer reviewed studies and two databases for gray literature. No articles were 
retrieved through hand searches. Of these, 1,827 articles were duplicates and were removed. 
The remaining 4,587 articles were screened by the first author who reviewed titles and 
abstracts. A total of 4,528 articles were deemed irrelevant and removed. A total of 59 articles 
were selected for full text review. Of these 45 were excluded with reason and 14 articles 
were selected for abstraction (Figure 1.). A list of excluded studies with reasons for exclusion 
is attached (Table 1.1). 
The first author completed all initial searches and screened all titles and abstracts. A 
secondary author reviewed all articles selected for full text review. Disagreement occurred 
for one article, which was resolved through discussion until consensus was reached. The first 





Key findings were abstracted across the following domains: (1) article characteristics, 
(2) design and sampling, (3) population, (4) measurement of behavioral health, (5) results, 
(6) pre-migration factors, (7) post-migration factors, and (8) outcomes related to challenges 
faced by the resettled refugee women.  
Article characteristics. Abstraction details included author names, journals in which 
the article was published, and year of publication to identify the researchers, disciplines, and 
universities conducting research with resettled refugees in the United States. 
Design and sampling. Methodological details were abstracted to identify the rigor of 
the study design, study methods and sampling procedures in assessing for the prevalence of 
behavioral health problems among resettled refugee women and their resulting challenges. 
Population. Details of study population were extracted due to differences in 
population characteristics based on countries of origin and time and context of displacement 
and resettlement.  
Measurement of behavioral health. Details about the instruments used to measure 
the behavioral health of resettled refugee women were abstracted. This information also 
provided details of behavioral health problems, i.e., prevalence, type, intensity, and details of 
diagnoses. Additionally, details about the reliability and validity of the measures, when 
available, were also abstracted.  
Results. Results reported in the studies were abstracted.  
Pre-migration factors. Types of premigration factors associated with behavioral 
health problems were abstracted. The different types, duration, and frequency of exposure 




Post-migration factors. Factors related to issues emerging after migration along with 
resettlement related issues were abstracted. Details of the types and intensity of factors were 
also abstracted when available.  
Key outcomes related to impaired behavioral health. Outcomes such as difficulties 
and challenges and their impact on the lives of resettled refugee women and their families 
were abstracted.  
Assessment of Quality and Rigor 
In addition to the information collected for key findings, data were also abstracted to 
assess each article for risk of bias. These assessments were made by the first author using the 
Mixed Methods Appraisal Tool (MMAT; Pluye et al., 2011). The MMAT provides 
methodological quality criteria for randomized control trials, non-randomized studies, and 
qualitative studies. Only the criteria for non-randomized studies were used to appraise the 
studies included in this systematic review. Specifically, questions that evaluated selection 
bias, sampling strategies, and reliability and validity of measures were used for quality 
assessment. 
In addition, reporting bias refers to the bias in the reporting of the results, by selective 
revealing or suppression of information. This occurs when significant differences are 
reported but non-significant differences are not reported. Thus, there is a possible risk of 
reporting bias in the studies examined for this review (Cochrane Methods, 2018). This 
review provides a narrative summary of the methodological strengths and limitations for each 
study. Each area of bias was assessed for risk using “High” for high risk, “Low” for low risk, 
and “Unclear” when the risk for bias was not clear. If these risks were described in the 








The studies included in this systematic review (n=14) were published in 13 different 
journals (Figure 2.). The most prevalent journal was American Journal of Orthopsychiatry 
(k=2, 14%). Each of the following journals published one study: Journal of Counseling and 
Development, American Journal of Public Health, Journal of Social Work Research and 
Evaluation, Journal of Studies on Alcohol and Drugs, Traumatology, International Journal 
of Culture and Mental Health, Journal of Loss and Trauma, Journal of Immigrant and 
Minority Health, International Journal of Environmental Research and Public Health, Asian 
American Journal of Psychology, Journal of Nervous and Mental Disease, and Issues in 
Mental Health Nursing. All studies were published between 2002 and 2019.  
Several disciplines were represented and social work was the most prevalent 
discipline (k=5, 36%). As shown in Figure 3., other disciplines included medicine/public 
health (k=1, 7%), psychology (k=1, 7%), epidemiology (k=1, 7%), counseling (k=1, 7%), 
sociology (k=1, 7%), social science research (k=1, 7%), nursing (k=1, 7%), think tank (k=1, 
7%), and the United States Center for Disease Control (USCDC) (k=1, 7%).  
Design and Sampling 
Design. All the studies in the review (k=14, 100%) were cross-sectional. Therefore, 
although associations were made between factors related to behavioral health outcomes, 




Sampling. A total of 3,001 resettled refugee women were sampled in the fourteen 
studies included in this review. Less than half the studies reviewed selected a random sample 
(k=5, 30% random; k=1, 7% mixed random and non-random) and the rest used a purposive 
sample (k=8, 57%) to recruit study participants. Among the studies that used random 
sampling (k=4, 28%), three studies used simple random sampling (Chung et. al., 2002; Craig, 
et al., 2008; Vonnahme et al., 2015), one study (7%) used 3-stage random sampling 
(D’Amico, et al., 2007), one study (7%) used stratified random sampling (Ellis et al., 2015), 
and one (7%) used a mix of random and purposive sampling (Stempel et al., 2016). A variety 
of data collection strategies were reflected in the samples including mailed surveys, surveys 
completed through resettlement agencies, and face-to-face participant interviews in homes 
and at community centers.  
Populations represented. A diverse population of refugees was included in the 
review, represented by Afghan (k=2, 14%), Bhutanese (k=2, 14%), Bosnian (k=1, 7%), 
Burmese (k=1, 7%), Karen (k=1, 7%), Somali (k=1, 7%), Vietnamese (k=1, 7%), Kosovar 
(k=1,7%), Cambodian (k=1, 7%), and southeast Asian (Vietnamese, Cambodian, Laotian, 
k=1, 7%). Two studies (k=2, 14%) included mixed refugee populations, with one study 
representing refugees from eight different countries and the other study representing refugees 
from 35 different countries. Only one study was conducted exclusively with women (k=1, 
7%), the rest of the studies (k=13, 93%) included both men and women; however, outcomes 
for women were reported separately.  
Measurement of behavioral health. A total of 32 different measures were used to 
assess mental health (Figure 4.). The most commonly used measures were the Hopkins 




(HTQ) used by 4 (29%) studies, the Perceived Stress Scale (PSS-10), used by 2 (14%) 
studies, the Refugee Health Screener (RHS-15) used by 2 (14%) studies, the Composite 
Diagnostic Interview (CIDI) used by 2 (14%) studies, and the Alcohol Use Disorders 
Identification Test (AUDIT) also used by 2 (14%) studies.  
All other scales were used in one study only (7%). These scales included: the 
Alienation Scale (AS); the Afghan Symptom Checklist (ASCL); the Culturally Adapted 
Functioning Index (CAFI-XC); the Center for Epidemiological Studies Depression Scale 
(CES-D); the Coping Strategies Indicator (CSI); the Communal Traumatic Events Inventory 
(CTEI); the Disability Injury Survey (DIS); the Health Opinion Survey (HOS); the Inventory 
of Complicated Grief (ICG); the Interpersonal Needs Questionnaire (INQ); the Language, 
Identity and Behavioral Scale (LIB); the Lubben Social Network Scale (LSNS-6); the Mental 
Health Inventory (MHI); the PTSD Checklist (PCL), the PTSD Checklist Civilian Version 
(PCL-C); the Post-migration Living Difficulties Checklist (PMLD); the PTSD Screening and 
Diagnostic Scale (PSDS); the PTSD Symptom Scale (PSS*); the Perceived Social Support 
(PSS**); the Scale for Suicide Ideation (SSI); the Social Support Micro Systems Scale 
(SSMS); the Talbieh Brief Distress Inventory (TBDI); the Tangible, Emotional and 
Informational Assistance (TEIA); the Trauma Events Scale (TES); the Traumatic Life Events 
Questionnaire (TLEQ); and a 32-item screener, which was a researcher-developed measure 
compiled for the study in which it was used (Shannon et al., 2015).  
Although most studies (k=9, 64%) used more than one scale to measure behavioral 
health among resettled refugees, five studies (36%) used only one measure (Chung et al., 




Reliability and validity. Reliability and validity are important concepts of 
measurement. Reliability refers to the consistency of a measure, and validity refers to the 
accuracy of the measure (Heale & Twycross, 2015). Ten (71%) studies included in this 
systematic review reported at least one marker of reliability and validity for the measures 
used (Ai et al., 2004; Alemi et al., 2015; Birman et al., 2008; Chung et al., 2002; Craig et al., 
2008; Ellis et al., 2015; Kim, 2018; Jaranson, et al., 2004; Song et al., 2018; & Stempel et al., 
2016). 
Four studies did not provide any information about the psychometric properties of 
any instruments used: (RHS-15; Felsman et al., 2019; HSCL-25, HTQ, PSS-10, CSI, PMLD-
CL; Vohnahme et al., 2015; HTQ, CIDI, AUDIT; D’Amico et at., 2007; and 32-item 
screener; Shannon et al., 2015). However, authors for three (21%) of these studies reported 
that all measures were validated and standardized and had been used with the refugee 
populations in several other studies (Felsman et al., 2019; D’Amico et at., 2007; & 
Vohnahme et al., 2015), whereas the fourth author provided details of the measure created 
specifically for the study (Shannon et al., 2015).  
Reliability and validity specific to refugee populations. The demonstrated use of 
the measures with refugee populations is a more relevant metric to assess the reliability and 
validity of the instruments used. Given that concepts present in one culture may not 
necessarily be present in another, research that spans across cultures must be assessed for 
relevance in those cultures (Gopalkrishnan, 2018; Worabo et al., 2016).  
 Although many measures used by the studies included in this systematic review had 
been tested with refugees; however, there were also some that had not been tested among 




pertaining to the individual measures used with refugee populations in this systematic review 
are provided for each measure used in the studies included in this systematic review (Table 
1.2.).  
Psychometric properties of the measures used. A few of the authors did not report 
the psychometric properties of some of the instruments used in the study. For example, in 
one study, Song and colleagues (2018) did not provide information for HSCL-25 and PCL 
stating that these instruments have been found to be reliable and valid over time. Similarly, 
reliability was not reported for the CTEI (Ai et al., 2004) and for the TES (Birman et al., 
2008). Authors reported that the TES is subscale of the HTQ, which is a reliable and valid 
scale. Similarly, reliability was not reported for the HOS (Chung et al., 2002); however, the 
authors made reference to a previous study which reported the psychometric properties of the 
measures. Upon examining the referenced study, Cronbach’s alpha was found to be high, 
suggesting that the HOS is a reliable measure (.92 Chinese Vietnamese, .94 Lao, and .95 
Cambodians; Chung et al., 2002).  
Other studies reported Cronbach’s alphas for the measures used, as follows: the TEIA 
(.70 and .75 for tangible help, .82 and .81 for emotional support, .76 and .81 for 
informational assistance; Ai et al., 2004); the PSS* (.91 for total score, .78 for re-
experiencing, .80 for avoidance, .82 for arousal; Ai et al., 2004); the CES-D (.85 in general 
population, .90 in patient sample; Ai et al., 2004); the ASCL (.94; Alemi et al., 2015); the 
LSNS-6 (.69; Alemi et al., 2015); the PSS-10 (.81; Alemi et al. 2015); the LIB (.97 for 
English, .89 for American acculturation, .87 for behavioral acculturation; Birman et al., 
2008); the SSMS (.86 for spouse, .83 for other family, .75 for Vietnamese friends, .79 for 




Birman et al., 2008; .87 for depression and .89 for anxiety, Ellis et al., 2015; .89 for 
depression, .92 for anxiety, Kim 2018); the AS (.76, Birman et al., 2008); the PSDS 
(.94-.98, .97 for Bosnian version; Craig et al., 2008); the ICG (.96; Craig et al., 2008); the 
MHI (.81-.92 for primary factors, .94 for psychological distress, .92 for well-being, .96 for 
general mental health index score; Craig et al., 2008); the INQ (.70 for thwarted 
belongingness, .67 for perceived burdensomeness; Ellis et al., 2015); the HTQ (.89; Ellis et 
al., 2015); the PSS** (.78; Ellis et al., 2015); the RHS-15 (.89 for Burman, .92 for Karen; 
Kim, 2018); the PCL-C (.93; Jaranson et al., 2004); the AUDIT (.86 for both Burman and 
Karen groups; Kim, 2018); and the TBDI (.96; Stempel et al., 2016).  
In addition, kappa’s were reported for the TLEQ as ranging from .45 and .91 for four 
different populations by Craig et al. (2008). The study by Ellis et al. (2015) also included a 
focus group which used questions from the CIDI-suicide module and the PMLD.  
Pre-migration factors. The most commonly reported factors related to behavioral 
health were events that occurred in the pre-migration stage, reported by the studies, and 
stated as pre-migration factors, pre-migration trauma, pre-migration stressors or pre-
migration traumatic experiences. Among these pre-migration factors, trauma was reported by 
participants in all the studies (k=14, 100%), followed by torture, reported in five (36%) 
studies (Ai, et al., 2004; D’Amico et al., 2007; Jaranson et al., 2006; Shannon et al., 2015, & 
Song et al., 2018). Three (21%) studies reported stay in camp as a significant pre-migration 
stressor (Ellis et al., 2015; Kim et al., 2018; Shannon et al., 2015). Grief was also reported by 
three studies (21%; Alemi et al., 2015; Chung et al., 2002; Craig et al., 2008). One (7%) 




Studies that reported stressors experienced in the transit stage such as stay in camps, included 
them with pre-migration stressors (Chung et al., 2002; Ellis et al., 2015; Kim, 2018; Shannon 
et al., 2015). It is often the case that when reporting pre-migration traumatic events 
experienced by resettled refuges, events occurring in the country of origin and those 
occurring in the transit stage are collectively reported as the pre-migration factors (Chen, 
Wu, Ling, & Renzaho, 2019).  
Post-migration factors. Post-migration or resettlement-related stressors were 
reported by most (k=13, 93%) studies. Only one study did not seek information on post-
migration issues (Craig et al., 2008). The most commonly reported post-migration factors 
related to behavioral health were as follows: (1) language barriers reported by eight (57%) 
studies (Ai et al., 2004; Alemi et al., 2015; Chung et al., 2002; Ellis et al., 2015;  Felsman et 
al., 2019; Jaranson et al., 2004; Song et al., 2018; Stempel et al., 2016); (2) social isolation 
reported by seven (50%) studies (Alemi et al., 2015; Birman et al., 2018; Craig et al., 2008; 
D’Amico et al., 2007; Felsman et al., 2019; Jaranson et al., 2004; Shannon et al., 2015); (3) 
adjustment or acculturation issues, reported by four (28%) studies (Birman et al., 2008; 
Chung et al., 2002; Stempel et al., 2016; Vonnahme et al., 2015); (4) family separation, 
reported by two (14%) studies (Felsman et al., 2019; Stempel et al., 2018). Additionally, 
factors such as, (5) housing (Song et al., 2018), education (Kim, 2018), and (6) mental health 
literacy (Shannon et al., 2015) were reported by one (7%) study each.  
Key outcomes related to challenges. The most significant challenges reported by the 
resettled refugee women in the studies were as follows: (1) finding and maintaining 
employment reported by seven (50%) studies (Ai et al., 2004; Alemi et al., 2015; Chung et 




culturally appropriate services reported by six (43%) studies (D’Amico et al., 2007; Ellis et 
al., 2015;  Felsman et al., 2019; Shannon et al., 2015; Song et al., 2018; Vonnahme et al., 
2015); (3) reduced family functioning reported by four (28%) studies (D’Amico et al., 2007; 
Ellis et al., 2015; Stempel et al., 2016; Vonnahme et at., 2015); (4) financial hardship 
reported by two (14%) studies (Ellis et al., 2009; Felsman et al., 2019); (5) difficulty in 
maintaining religious and cultural practices reported by two (14%) studies (Jaranson et al., 
2004; Vonnahme et al., 2015); (6) difficulty in finding social networks reported by one (7%) 
study (Chung et al., 2002); and (7) challenges related to alienation and life satisfaction 
reported by one (7%) study (Birman et al., 2018). Factors related to the behavioral health of 
resettled refugee women and the resulting challenges are presented in the appendix (Table 
1.3.). The complete findings for this systematic review are tabulated and presented (Table 
1.4.) and abbreviations related to the measures are also listed (Table 1.5.).  
Discussion 
This systematic review was undertaken to identify various factors associated with the   
behavioral health needs of refugee women resettled in the United States and the challenges 
presented by these behavioral health problems. A total of 14 studies were identified through 
six databases for the period of 2000-2019 with 3,001 resettled refugee women. This review 
found that both the pre-migration trauma and post-migration stressors are associated with 
behavioral health problems among resettled refugee women. Additionally, challenges 
encountered by these women as a result of these behavioral health problems are also 
discussed.  




Several important findings were identified in this systematic review with respect to 
the factors related to behavioral health problems among refugee women resettled in the 
United States. First, resettled refugee women identified distinct traumatic events in the pre-
migration stage and resettlement related stressors in the post-migration stage and the events 
in both these stages were found to impact their behavior health. Second, the resettled refugee 
women reported several challenges in their lives presented by their behavioral health 
problems. Third, findings suggest a need for culturally relevant services and interventions to 
address the behavioral health problems of resettled refugee women. These findings are 
discussed below.  
Pre-migration trauma and post-migration stressors. The findings of this 
systematic review highlight the risk of behavioral health problems that exist among women 
who have   experienced multiple traumatic events and prolonged stays in refugee camps. The 
pre-migration trauma is especially concerning because research has linked it with higher rates 
of PTSD and anxiety among refugees (Hameed, Sadiq, & Din, 2018; Tinghog et al., 2017).   
Likewise, post-migration stressors also contribute to impaired behavioral health of resettled 
refugee women, putting them at a high risk for depression. This is also concerning because 
research shows that maternal depression negatively impairs family functioning and is linked 
with reduced outcomes for children at home and schools (Hameed, Sadiq, & Din, 2018; 
Tinghog et al., 2017). The findings related to behavioral health problems arising from the 
pre-migration trauma and post-migration stressors fully answer the research question seeking 
factors related to the behavioral health problems among refugee women resettled in the 




The combined effect of pre- and post-migration stressors warrants more research in 
finding ways to address these stressors simultaneously and in a timely manner (Miller & 
Rasmussen, 2017). Given that the refugee women come from cultures that are very different 
from the American culture, and considering a need that they have themselves identified, 
programs and interventions to address any behavioral health problems must be culturally 
relevant to better engage these women in the interventions (Bemark & Chung, 2017).  
Measurement of behavioral health. Thirty-two different measures were used among 
the studies included in this systematic review, some of which have low reliability and 
validity among the refugee populations. Most studies used several measures to asses for any 
behavioral health problems; however, four studies used only one measure. Use of a single 
measure is unlikely to measure the breadth of behavioral health problems among the resettled 
refugee women. Further, the use of measures that are validated in clinical settings but not in 
research settings is also concerning. Thus, the lack of use of appropriate measures is 
problematic in that it affects the ability to precisely measure the prevalence of behavioral 
health problems and associated factors among the resettled refugee women.  
Challenges resulting from behavioral health problems. The list of challenges 
synthesized in this study addresses the second research question which explores the 
challenges faced by the resettled refugee women as a result of their behavioral health 
problems. The challenges reported by resettled refugee women, such as unemployment, 
acculturation problems, reduced family functioning, and a lack of access to culturally 
appropriate services to address trauma and family disruption, are in line with existing 
literature. These challenges constitute risk factors and predictors for poor physical and 




the second research question in formulated for this systematic review (Murray, Davidson, & 
Schweitzer, 2010; Tomlinson, 2010; Ozturk, Serin, & Altinoz, 2019).  
The ability of resettled refugee women to find and retain employment is impacted by 
the prevalence of behavioral health problems. In addition, not having employment and being 
faced with financial hardship as a consequence further exacerbates the behavioral health 
problems and resulting challenges for these women. Thus, there is causality between 
employment and behavioral health problems.  
Given the relevance of the challenges posed by both pre-migration and post-migration 
factors for resettled refugee women to the well-being of these women and their families more 
research must focus on examining both these factors. Furthermore, interventions at both 
clinical and community-levels must be developed and delivered to address these factors in a 
comprehensive manner.  
Need for culturally relevant services. The findings of this systematic review also 
include a need for culturally relevant services. The women identified language barriers, lack 
of employment opportunities, difficulties in accessing health and behavioral health services, 
social isolation, role disruption, and reduced family functioning as their most urgent needs. 
Above all, the women expressed a need to learn these skills in ways that were culturally 
relevant and   understandable to them. Given that resettled refugee women typically adhere to 
their cultural beliefs and practices and may take longer to understand and adjust to the 
Western approach regarding learning new skills, taking a less rigid approach to developing 
and delivering interventions may better engage the women in these services (Lenette, 
Brough, & Cox, 2012). Hence, community style settings rather than classroom settings may 




Acquiring English language skills is critical to finding and retaining employment, 
navigating the healthcare system and utilizing health and behavioral health services in the 
United States. In addition, the ability to speak and understand English is also helpful in 
making adjustments to the role disruption and family functioning for resettled refugee 
women with families. School-age children and men who are employed learn English quicker 
than resettled refugee women, specifically women with young children who may also be 
socially isolated. Thus, developing and delivering interventions for learning English can 
additionally provide a venue for making social connections and learning new skills relevant 
to the American job market. Considering that all necessary services may not be available in 
the resettled refugee women’s native languages, having better English comprehension can 
provide more options for participating in individual and group interventions geared towards 
socialization, skill development, and interventions for behavioral health.    
In addition to having culturally relevant services and interventions, the individuals 
delivering these interventions must also be culturally competent. Practitioners who are 
sensitive to the cultural beliefs and practices of resettled refugee women are likely to 
facilitate easier discussions around behavioral health, which is a sensitive issue among most 
resettled refugee women, and is also the first step in engaging these women in any treatment 
or intervention (Bemark & Chung, 2017; Mangesha, Dune, & Perz, 2016).   
These findings also provide preliminary evidence for addressing both the pre-
migration trauma and post-migration stressors simultaneously among resettled refugee 
women. Given the magnitude of challenges resulting from these behavioral health problems, 
providing identification, treatment and ongoing support to address these behavioral health 




migration trauma and post-migration stressors in a timely manner are likely to improve the 
psychosocial and economic outcomes for the resettled refugee women and their families.  
An important consideration here is the limited resources available in terms of 
funding, culturally competent and trained personnel, and the infrastructure for providing the 
interventions. Therefore, delivering interventions in stages such as short-term interventions 
for the most immediate needs, mid-term for less critical needs and long-term for needs that   
more funding, training and infrastructure. Given the information at hand about newly arrived 
resettled refugee women, delivering interventions for language is an urgent need, health and 
behavioral health literacy and orientation for navigating the healthcare system in the United 
States becomes the mid-term step and program development for optimal functioning of 
resettled families is a suitable long-term agenda.  
Limitations 
There are several limitations to this review, therefore, findings should be interpreted 
with caution. First, only studies from peer-reviewed journals were included, hence there is a 
strong possibility of publication bias. Although gray literature was searched, no studies met 
the inclusion criteria. Also, inclusion of unpublished work was beyond the scope of this 
review. Secondly, findings were included from studies conducted in the United States only, 
due to their relevance to practice and policy in the United States. Much of the research on 
resettled refugee women is conducted in Western countries other than the United States, 
hence possible important findings from studies conducted in those countries were not 
captured. Similarly, studies conducted in refugee camps were not reported in this review. 
Third, studies that did not report women’s outcomes separately were not included, hence 




studies were selected for this review. Many studies with refugee women use a qualitative 
methodology, however, including qualitative studies was beyond the scope of this review. 
Finally, accurate assessment of behavioral health disorders among refugee women from non-
Western countries may be difficult to capture when using Western instruments, especially 
those that have not been validated among the refugee population.  
Conclusion 
There is a need for gender-specific research for refugee women that also takes 
cultural factors into account. Gender alone shapes the migration experience very differently 
for refugee women, and when combined with culture, the impact is enormous. However, 
research on refugee women that examines gender and culture simultaneously is lacking and 
is much needed. Research conducted with this approach will provide a more comprehensive 
understanding of the complexity of behavioral health needs for resettled refugee women, and 
will help practitioners, policy makers, and service providers to adequately serve this 
marginalized population.  
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Table 1.1. List of Excluded Studies 
 Citation Reason for Exclusion 
Ai et al., 2004 Study used same sample from a selected study but is less comprehensive 
Alemi et al., 2017 Wrong outcomes 
Alemi et a., 2018 Outcomes for female refugees not reported 
Alexander et al., 2007 Outcomes for female refugees not reported  
Ao et al., 2016 Outcomes for female refugees not reported  
Arfken et al., 2011 Outcomes for female refugees not reported  
Arfken et al., 2014 Outcomes for female refugees not reported  
Arfken et al., 2018 Outcomes for female refugees not reported  
Arnetz, et al., 2013 Outcomes for female refugees not reported  
Arsenijevic et al., 2017 No measure used  
Augsburger et al., 2017 Outcomes for female refugees not reported  
Banke-Thomas et al., 2019 Wrong outcomes  
Barnes et al., 2004  No measures used 
Berthold et al., 2014 Wrong outcomes 
Birman et al., 2014 Wrong outcomes  
Briggs et al., 2004 No measure used 
Brown et al., 2010 Refugees/immigrants not reported separately 
Chen et al., 2017 Wrong outcomes 
Fox et al., 2001  No measure used 
Hinton et al., 2003 Outcomes for female refugees not reported 
Hinton et al., 2006 Wrong outcomes 
Hinton et al., 2009 Wrong outcomes 
Harris et al., 2012  Wrong outcomes 
Hinton et al., 2012 Wrong outcomes 
Hinton et al., 2013 Outcomes for female refugees not reported  
Hinton et al., 2019 Wrong outcomes  
Hoffman et al., 2018 Refugees/immigrants not reported separately  
Hooberman et al., 2007 Wrong outcomes 
Hopkinson et al., 2017 Wrong outcomes 
Keller et al., 2007 Refugee/asylum seekers not reported separately 
Kira et al., 2014 Outcomes for female refugees not reported  
Knipscheer et at., 2006  Outcomes for female refugees not reported  
Knipscheer et at., 2015 Outcomes for female refugees not reported  
Leaman et al., 2012 Outcomes for female refugees not reported  
LeMaster et al., 2018 Outcomes for female refugees not reported  
Marshall et al., 2007 Outcomes for female refugees not reported  
Meyerhoff et al., 2019 Outcomes for female refugees not reported  
Miller et al., 2002  Outcomes for female refugees not reported  
Mollica et al., 2001 Wrong outcomes 
Mollica et al., 2007  Wrong outcomes  
Poudel-Tandukar et al., 2019 Outcomes for female refugees not reported  
Song et al., 2015 Refugees/asylum seekers not reported separately 
Stutters et al., 2001 Outcomes for female refugees not reported  
Tran et al., 2007 Refugees/immigrants not reported separately  











Table 1.2. Details of measures used in the systematic review.  
Alienation Scale. (AS).  The Alienation Scale is a 10-item instrument which was 
developed originally for Indochinese refugees and has been used among immigrants from a 
variety of countries (Miller et al., 2009). This measure was used in one (7%) study in this 
systematic review for use with the Kosovar refugees (Birman et al., 2008). Kosovo is located 
in Eastern Europe and prior use of the AS with the Kosovar refugees was not reported in the 
study.  
Afghan Symptom Check List. (ASCL). The Afghan Symptom Check List is a 23-
item measure that been developed for the Afghan population and has been validated for use 
with Afghan refugees in both English and Dari languages (Alemi et al., 2015; Miller et al., 
2006). This measure was used in one (7%) study in this systematic review for use with 
Afghan refugees (Alemi et al., 2015).  
Alcohol Use Disorders Identification Test. (AUDIT). The Alcohol Use Disorders 
Identification Test is a 10-item measure which has been developed by the World Health 
Organization (D’Amico et al., 2007). The AUDIT has been used among refugees in both 
camp and resettlement settings and has been found to be reliable and valid (Kim, 2008). This 
measure was used in two (14%) studies included in this systematic review for use with 
Cambodian, Burmese, and Karen refugees (D’Amico, et al., 2007; Kim, 2018).  
Culturally Adapted Functioning Index-Cross-Culture Version. (CAFI-XC). The 
Culturally Adapted Functioning Index-Cross-Culture Version (CAFI-XC) has been endorsed 
by the US Committee for Refugees and Immigrants and is widely used for clinical work with 
refugees but has not been used for research (Song et al., 2018). Therefore, the psychometric 




used by one (7%) study in the systematic review for use with refugees from 35 different 
countries in Europe, Asia, and Africa (Song et al., 2018). Limitations of the measure were 
acknowledged by the author in the discussion section of the study. 
Center for Epidemiological Studies Depression Scale. (CES-D). The Center for 
Epidemiological Studies Depression Scale, is a 20-item measure that has been translated into 
multiple languages and is widely used in diverse populations in community settings (Ai, et 
al., 2004). For example, the instrument has been used among Eritrean refugees living in 
Ethiopia (Getnet & Alem, 2019), North Korean refugees (Lee et al., 2016), Chinese and 
Dutch older adults (Zhang et al., 2011) and elderly Turkish and Moroccan migrants living in 
the Netherlands (Tatar, Kayiran, Saltukoslu, Ozkut, & Emeksiz, 2013), and has been found to 
be reliable and valid among studies (Getnet & Alem, 2019). This is measure was used by 
only one (7%) study in the systematic review for use with the Kosovar refugees (Ai et al., 
2004).  
Composite Diagnostic Interview. (CIDI). The Composite Diagnostic Interview is a 
fully structured interview that maps the symptoms elicited during the interview, onto the 
DSM-IV diagnostic criteria (Gelaye et al., 2013). Its cross-cultural applicability is well-
established, and it can be administered by non-clinicians (D’Amico et al., 2007). The CIDI 
has been used for refugee populations repeatedly and has been found to be reliable and valid 
(Ellis et al., 2015; Morina, Akhtar, Barth, & Schnyder, 2018). The CIDI was used by two 
(14%) studies in this systematic review for use with Cambodian and Bhutanese refugees 
(D’Amico et al., 2007; Ellis et al., 2015).  
Coping Strategies Indicator. (CSI). The Coping Strategies Indicator is a 33 item, 3-




strategies have been used in response to stressors (Vonnahme et al., 2015). Although this 
measure has been used across the world, its usage among the refugee populations is unclear 
(Lo, 2017; Monticone, 2014). One (7%) study used this measure in part taking three items 
from each of the three subscales in the measure with Bhutanese refugees (Vonnahme et al., 
2015).  
Communal Traumatic Events Inventory. (CTEI). The Communal Traumatic Events 
Inventory is a 30-item measure that seeks information regarding various types of war-related 
trauma (Ai, 2004). It has been validated in adult refugees (Ai, 2004; Sigvardsdotter, Malm,  
Tinghog, Vaez, & Saboonchi, 2016). The CTEI was only used by one (7%) study in the 
systematic review for use with Kosovar refugees (Ai, 2004).  
Disability Injury Survey. (DIS). The Disability Injury Survey has been used with the 
Afghan population; however, its usage with other populations is unclear (Ellis et al., 2015). 
The DIS is used by one (7%) study in this systematic review with Bhutanese refugees (Ellis 
et al., 2015).  
Hopkins Symptoms Check List. (HSCL-25). The Hopkins Symptoms Check List is 
one of most reliable and valid measures used among refugee populations (Gagnon & Tuck, 
2004; Sigvardsdotter et al., 2016). The HSCL-25 is a 25-item scale and has been used with 
Afghan, Arab, Bosnian, Cambodian, Estonian, Ethiopian, Laotian, Middle Eastern, African, 
Ingrian, Finnish, Russian, Somali, Sudanese, Tibetan, and Turkish refugees (Gagnon & Tuck, 
2004; Sigvardsdotter et al., 2016). The HSCL-25 was used by five (36%) studies in this 
systematic review for use with refugees from Vietnam, Bhutan, Burma, and several other 
countries from Asia, Africa and Europe (Birman et al., 2008; Ellis et al., 2015; Kim, 2018; 




Health Opinion Survey. (HOS). The Health Opinion Survey is a 20-item measure 
which has been used with Philipina, Punjabi, and Southeast Asian refugees including 
Vietnamese, Cambodian, and Laotian refugees (Chung et al., 2002; Gagnon & Tuck, 2004). 
The HOS has been used by one (7%) study in this systematic review for use with the 
Vietnamese, Cambodian, and Laotian refugees (Chung et al., 2002).  
Harvard Trauma Questionnaire. (HTQ). The Harvard Trauma Questionnaire is also 
one of the most reliable and valid measures that has been used with various asylum seeker, 
refugee, and migrant populations (Gagnon & Tuck, 2004; Sigvardsdotter et al., 2016). It has 
been used to measure trauma among Bosnian, European, Afghan, Cambodian, Laotian, 
Vietnamese, Middle Eastern, African and Latin American refugees (Gagnon & Tuck, 2004). 
The HTQ was used by four (29%) studies in this systematic review and to measure trauma 
among Cambodian, Vietnamese and Bhutanese refugees (D’Amico et al., 2007; Birman et 
al., 2008; Ellis et al., 2015; Vonnahme et al., 2015).  
Inventory of Complicated Grief. (ICG). The Inventory of Complicated Grief is a 19-
item single-factor instrument that measures complicated grief on a five-point response scale 
(Craig et al., 2008). It has been used previously with Bosnian refugees and was found to be 
reliable and valid (Craig et al, 2008). The ICG has also been used with refugees and post-
conflict adult civilians from Iran, Iraq, Syria, Somalia and Eritrea (Nickerson et al., 2014; 
Steil et al., 2019). Only one (7%) study used the ICG in this systematic review for use with 
Bosnian refugees (Craig et al., 2008).  
Interpersonal Needs Questionnaire. (INQ). The Interpersonal Needs Questionnaire 
is a 12-item scale that measures thwarted belongingness (Meyerhoff & Rohan, 2020). It has 




Meyerhoff & Rohan, 2020). One (7%) study used the INQ in this systematic review for use 
with Bhutanese refugees (Ellis et al., 2015).  
Language, Identity, and Behavior Scale. (LIB). The Language, Identity, and 
Behavior Scale has been used among Vietnamese and Indochinese refugees and was found to 
be reliable and valid (Birman et al., 2008). One (7%) study used the LIB in this systematic 
review for use with Vietnamese refugees (Birman et al., 2008).  
Lubben Social Network Scale. (LSNS-6). The Lubben Social Network Scale was 
originally developed to measure perceived social support (Alemi et al., 2015). Although it 
has been used among elderly individuals in several countries, its use among refugees has not 
been documented (Alemi et al., 2015). One (7%) study, used the LSNS-6 in this systematic 
review to measure perceived social support among Afghan refugees (Alemi et al., 2015).  
Mental Health Inventory. (MHI). The Mental Health Inventory, is a 38-item 
measure which was developed to assess psychological distress among the general population; 
however, its use among refugee populations has not been documented (Craig et al., 2008). 
One (7%) study used the MHI in this systematic review for use with Bosnian refugees (Craig 
et al., 2008).  
PTSD Checklist. (PCL). The PTSD Checklist is a 17-item checklist that assess for 
the risk of post-traumatic stress disorder. It has been validated among Bosnian, Chinese and 
Spanish refugees (Sigvardsdotter, 2016). One (7%) study used the PCL in this systematic 
review for use among refugees from 35 countries in Europe, Asia, and Africa (Song et al., 
2018).  
PTSD Checklist-Civilian. (PCL-C). The PTSD Checklist – Civilian is a version of 




Somali civilian refugees (McDonald, Im, Green, Luce, & Burnette, 2019; Sigvardsdotter, 
2016; Song et al., 2018). One (7%) study used the PCL-C in this systematic review to assess 
for trauma among Somali and Oromo refugees (Jaranson et al., 2004).  
Post-migration Living Difficulties Checklist. (PMLD-CL). The Post-migration 
Living Difficulties Checklist is a 22-item measure that examines challenges in the context of 
resettlement (Vonnahme et al., 2015). The PMLD has been used with refugees and asylum 
seekers and has been found to be reliable and valid (Hocking, Mancuso, & Sundram, 2018). 
The PMLD was used by one (7%) study in this systematic review for use with Bhutanese 
refugees (Vonnahme et al., 2015).  
PTSD Screening and Diagnostic Scale. (PSDS). The PTSD Screening and 
Diagnostic Scale is a 38-item questionnaire used for assessing PTSD symptoms 
(Sigvardsdotter, 2016). The PSDS has been used extensively among adult refugee 
populations from various countries and has been found to be reliable and valid (Craig et al., 
2008; Sigvardsdotter, 2016). The PSDS was used by one (7%) study in this systematic 
review for use with Bosnian refugees (Craig et al., 2008).  
PTSD Symptom Scale. (PSS*). The PTSD Symptom Scale is a 17-item questionnaire 
which has been used among various refugee populations including Bosnian, Vietnamese, and   
Kosovar (Ai, 2004; Gagnon & Tuck, 2004). The PSS* was used by one (7%) study in this 
systematic review for use with Kosovar refugees (Ai, 2004).  
Perceived Social Support. (PSS**). The Perceived Social Support is a 12-item scale 
that has been translated and back translated into 22 languages and has been found to be 
reliable and valid (Dambi et al., 2018). One (7%) study, used the PSS** in this systematic 




Perceived Stress Scale-10. (PSS-10). The Perceived Stress Scale-10 has been used 
among Chinese, Latin American, Portugese, Cambodian, Vietnamese, Syrian and Kurdish 
refugees, asylum seekers and internally displaced individuals and has been found to be 
reliable and valid (Gagnon & Tuck, 2004; Buchmuller et al., 2019). Two (14%) studies used 
the PSS-10 in this systematic review (Alemi, 2015; Vonnahme et al., 2015). One of the 
studies was conducted among Afghan refugees and the reliability and validity of the PSS-10 
among the Afghan population is unclear. The other study was conducted with resettled 
Bhutanese refugees and prior use of the PSS-10 among Bhutanese refugees is not reported 
(Vonnahme et al., 2015).  
Refugee Health Screener-15. (RHS-15). The Refugee Health Screener-15 has been 
found to have transcultural validity in heterogeneous refugee populations (Felsman et al., 
2019; Hollifield et al., 2013). The RHS-15 has been translated into Arabic, Swahili, Kurdish, 
Farsi, Burmese, Nepali, and Karen languages and has been found to be reliable and valid 
(Hollifield et al., 2013). Two (14%) studies used the RHS-15 in this systematic review for 
use with refugee women from Afghanistan, Burma, Democratic Republic of Congo, Iraq, 
Sudan, Syria, Central African Republic, and Eritrea (Felsman et al., 2019; Kim, 2018).  
Scale for Suicide Ideation. (SSI). The Scale for Suicide Ideation is designed to assess 
for any plans for suicide and deterrents to suicide (Ellis et al., 2015). This measure has been 
found to be reliable and valid among international populations (Ghasemi, Shaghaghi, & 
Allahverdepour, 2015). The SSI was used by one (7%) study in this systematic review for 
use with Bhutanese refugees, however its reliability and validity among Bhutanese refugees 




Social Support Microsystem Scale. (SSMS). The Social Support Microsystem Scale 
has been used with Russian Jewish refugees and with Vietnamese refugees and has been 
found to be reliable and valid. One (7%) study used the SSMS in this systematic review for 
use with Vietnamese refugees (Birman et al., 2008).  
Talbieh Brief Distress Inventory. (TBDI). The Talbieh Brief Distress Inventory was 
designed and validated to measure distress among immigrants including refugees and has 
been used among Russian Jewish and Ethiopian refugees; however, its use among refugees 
from other countries is limited (Stempel et al., 2017). One (7%) study has used the TBDI for 
Afghan refugees in this systematic review and the authors have acknowledged that the 
reliability and validity among Afghan refugees has not been demonstrated prior to this study 
(Stempel et al., 2017).  
Tangible Emotional and Informational Assistance. (TEIA). The Tangible 
Emotional and Informational Assistance is a 10-item scale which measures different types of 
support. This measure has limited use among refugees and its reliability and validity among 
refugees has not been determined (Ai, 2004). One (7%) study used the TEIA in this 
systematic review for use with Kosovar refugees (Ai, 2004).  
Trauma Events Scale. (TES). The Trauma Events Scale has been developed using 
the Harvard Trauma Questionnaire for use specifically with the Indochinese refugees 
(Birman et al., 2008). One (7%) study used the TES in this systematic review for use with 
Vietnamese refugees (Birman et al., 2008).  
Traumatic Life Events Questionnaire. (TLEQ). The Traumatic Life Events 
Questionnaire assesses for exposure to 23 types of potentially traumatic events (Peirce, 




among various refugee populations (Peirce, Burke, Stoller, Neufeldl, & Brooner, 2009; 
Sigsvarsdotter, 2016). One (7%) study used the TLEQ in this systematic review for use with 
Bosnian refugees (Craig et al., 2008).  
32-Item Screener. One (7%) study had developed an exclusive 32-item screener 
which included 25 items to measure mental health, 4 items to measure trauma, 1 item to 
measure substance use, and 1 item to measure domestic violence (Shannon et al., 2015). The 
authors have provided the measure and have reported the means and SD of individual 
screener items and their scores. The authors have further reported that to ensure reliability 
they had aggregated across items and found the scores to be reliable, with Cronbach’s alpha 
of .85 for distress, .70 for depression, .67 for posttraumatic stress, and .76 for somatic stress. 
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Table 1.3. Factors Related to Behavioral Health Reported by Resettled Refugee Women 
 
Pre-migration Factors Post-migration Factors Challenges 
Trauma Language barriers Employment  
Torture Adjustment/Acculturation Financial hardship 
Stay in camps Social isolation Lack of culturally appropriate services 
Grief  Housing Reduced family functioning 
Disability  Mental health literacy Maintaining culture, religion 
 Education Lack of social networks 
 Somatic problems  
   
   




















Risk for Bias 
Ai, A. L. (2004).  
Journal of Social 
Work Research 
and Evaluation, 





















higher level of 
PTSD severity 










Entering the job 
market Higher 
hidden impact of 
PTSD symptoms 
in women  
Strengths: factors 
related to challenges 





by non-mental health 
professionals;  
 
Risk for bias: High 





























Being a widow, 
old age, and  





















Cultural idioms of 






Risk for bias: High 
Birman, D., & 





































Social support  
 
Acculturation  
Life satisfaction  
 
Alienation   
Strengths: multiple 
instruments, report on 
both pre- and 











Vietnam  Anxiety, 
alienation, life 
satisfaction related 
to premigration  
Depression related 
to postmigration  
 
Risk for bias: High.  




































low income, large 
family, older age, 
being a woman 





more years in 
refugee camp, 
low income, low 
English, older 















others to leave 
Vietnam  













events in Laos  
 
Fewer years in 
the U.S.  
Low income 
*** 
Fewer years in 























3 groups, assessment 
for both pre-and 
postmigration factors;  
 
Cultural idiom of 
distress identified 
(neurasthenia – 
synonymous with the 
holistic concept of 
health and illness in 




sectional; older data 
(1986) 
 
Risk for bias: Low  
Craig, C. D., et 
al. (2008). 
Traumatology, 


















PTSD and anxiety 
similar in men and 
women 
 
Trauma events,  
Unexpected 
death of a 
spouse, 
Life in war 
zone 
Not reported  Participants still 
affected by 



















Old age risk factor 





















treatment for mental 
illness and social 




not examined  
 
 
Risk for bias: Low 
 
D’Amico, E. J., 






















High levels of 
trauma reported  
 





income reported  
 
Women 5 times 
less likely than 
men to have 
problems with 
alcohol  















Lack of English  










family disruption  
Strengths: First study 
to examine alcohol 





report of alcohol,  
AUDIT not validated 
for Khmer speaking 
Cambodian refugees 
 
Risk for bias: Low  





























Women and men  








Those with suicide 
ideation reported 
2.7 times greater 





































sectional data, Culture 
specific expressions 
not captured by 
western instruments, 
possible low reporting 
due to cultural factors  
 







and 2 times greater 






Felsman, I. C., 
et al. (2019). 
Issues in Mental 
Health Nursing, 



























RHS-15 All women report 
high levels of 
distress 
 




highest distress  
 
Single heads of 
household report 











Low literacy  
 




























newly arrived women 
< 18 months 
 
Limitations: Cross 
sectional, Women had 
difficulty 
understanding the 
instrument due to low 
literacy, mixed group 
of women makes 
comparisons difficult  
 
Risk for bias: High 
Jaranson, J. M., 
et al. (2004). 
American 




















PCL-C Fewer women 
experienced 
torture compared 
with men  













































community sample in 
resettlement, provides 
estimates for torture 
survivors in the U.S. at 
approx. 400,000.  
 
Limitations: Cross-
sectional, torture is 
likely underreported 
 










women (7 points 
higher) 
 

































Karen women,   
younger, longer 
camp stay, higher 











more alcohol use  
 
Older age, and 
younger age at 






of alcohol use in 


































into Burmese language 
only (no translations 
available in Karen) 
 
Risk for bias: Unclear 
Shannon, P. J., 
Vinson, G. A., 
Wieling, E., 
Cook, T., & 
Letts, J. (2015). 















(25 - mental 
health, 




higher distress  
 
Higher prevalence 
of torture in 











































Having left a child 
behind in camps, 
and living with a 
child in the U.S. 
linked with higher 
distress 
 
Older women at  











not validated, high 
likelihood of 
underreporting due to 
cultural reasons  
 
Risk for bias: High 




































higher severity of 
anxiety and PTSD 
but not depression 
 
Cumulative effect 
of exposure to 
trauma events 
stronger predictor 
of PTSD than 


























Lack of access to   











both pre- and post-







not validated  
For various countries 
and makes comparison 
difficult 
 
Risk for bias: High 















TBDI Women reported 
higher distress 
 























































distress in women 
Premigration 
factors were 










identified as a 
source of distress  
Limitations: Cross-
sectional, self-reported, 







Risk for bias: Low 
Vonnahme, L. A.  







































Being a provider 














events were at 
higher odds of 
symptoms of 




































expressions of distress 
not captured,  
 




Table 1.5: Abbreviations 
Abbreviations:  
AS                 Alienation Scale  
ASCL            Afghan Symptom Check List  
AUDIT         Alcohol Use Disorders Identification Test 
CAFI-XC     Culturally Adapted Functioning Index-Cross-Culture Version 
CES- D         Center for Epidemiological Studies Depression Scale 
CIDI             Composite Diagnostic Interview (World Health Organization) 
CSI               Coping Strategies Indicator 
CTEI             Communal Traumatic Events Inventory  
DIS                Disability Injury Survey 
HSCL-25       Hopkins Symptoms Check List  
HOS              Health Opinion Survey 
HTQ              Harvard Trauma Questionnaire 
ICG               Inventory of Complicated Grief  
INQ               Interpersonal Needs Questionnaire 
LIB               Language, Identity, and Behavior Scale 
LSNS- 6        Lubben Social Network Scale 
MHI               Mental Health Inventory 
PCL              PTSD Checklist  
PCL-C          PTSD Checklist -Civilian 
PDS              Posttraumatic Diagnostic Scale  
PMLD          Postmigration Living Difficulties Checklist 
PSDS            PTSD Screening and Diagnostic Scale 
PSS*             PTSD Symptom Scale 
PSS**           Perceived Social Support 
PSS-10         Perceived Stress Scale-10 
PMLD-CL    Post Migration Living Difficulties Checklist  
RHS-15        Refugee Health Screener 
SSI                 Scale for Suicide Ideation 
SSMS            Social Support Microsystems Scale  
TBDI             Talbieh Brief Distress Inventory 
TEIA              Tangible, Emotional, and Informational Assistance  
TES                Trauma Events Scale (from Harvard Trauma Questionnaire) 








PHYSICAL AND BEHAVIORAL HEALTH NEEDS AMONG RESETTLED REFUGEE 
WOMEN FROM SYRIA: A QUALITATIVE STUDY ON THE PERSPECTIVES OF 




The U.S. currently hosts 3.3 million refugees many of whom have been exposed to 
violence and other experiences that have the potential to cause on-going psychological distress 
which elevates their risk for poor physical and behavioral health outcomes. Women are 
particularly vulnerable due to low levels of literacy, social isolation, and the additional 
challenges of parenting. Gaps exist in our understanding of the behavioral health needs for 
Syrian refugee women due to the spiraling of the Syrian conflict since its beginning in 2011 
which needed most of the resources for relief operations. This study uses qualitative research 
methods to understand the physical and behavioral health needs of resettled Syrian refugee 
women in the Triangle and Triad regions of North Carolina. Seven resettlement service providers 
participated in the study. Several prominent themes emerged from the interviews. For the service 
providers, the most important themes were cultural competence, using alternative approaches to 
addressing behavioral health issues and providing behavioral health literacy to the resettled 
refugee women. Further, findings suggest that resettled refugee women must be provided with a 
Western context for behavioral health prior to engaging them in a discussion regarding these 
needs.  






At the end of 2019, more than 71 million people around the world were refugees, asylum 
seekers, or internally displaced due to war or conflict (UNHCR, 2020), which represents an 
increase of more than 6 million from the beginning of 2017, and the largest number of displaced 
persons ever recorded (United Nations, 2020). Among these 71 million individuals, 41 million 
are internally displaced within their own countries, 26 million are refugees, and about 4 million 
are asylum seekers (UNHCR, 2020). The mass displacement of people from various areas of 
conflict throughout the world has dismantled the infrastructure for health, education and 
economy in many developing countries and has created the worst global humanitarian public 
health crisis since World War II (UNHCR, 2020).  
Although the number of refugees worldwide has shown a steady increase over the past  
two decades, the number of refugees escalated significantly with the beginning of the Arab 
Spring (Arab revolutions including violent and non-violent demonstrations) in 2010 and the 
subsequent Syrian conflict in 2011 (Darwisheh, 2013). Because of the Syrian conflict, more than 
13 million Syrians are displaced, which is almost two thirds of the current Syrian population of 
17 million. Accordingly, Syrians represent the largest group of refugees at 6.8 million (World 
Population Review, 2020). As the Syrian refugee crisis intensified an urgent need for emergency 
relief left wide gaps in our understanding of the behavioral health needs of the Syrian population. 
This study begins to address some of these gaps with a phenomenological qualitative study that 
seeks the perspectives of Syrian refugee women and their service providers regarding their 
physical and behavioral health.  
A refugee is someone who has fled his or her country due to violence, persecution, or war 




that has offered to admit them and ultimately grant them permanent settlement with the aim to 
restore rights that have been violated, such as security, protection, freedom of expression, or 
religion.  
Pre-migration Issues  
Events that take place in the refugees’ lives prior to leaving their countries of origin 
constitute pre-migration issues. These events may occur in their countries of origin, during flight 
from areas of violence, or in internally displaced persons (IDP) or refugee camps (Chen, Hall, 
Ling, & Renzaho, 2017). Pre-migration issues include a range of traumatic experiences that are 
complicated due to the interaction of a variety of risk factors, including gender, vulnerability for 
sexual violence, patriarchal cultural norms, low education, early marriage, malnutrition, and 
multiple pregnancies (Kirmayer et al., 2011; Schweitzer et al., 2018; Stempel et al., 2016). 
Women also take on additional responsibilities due to the men being engaged in war, protecting 
properties or detention (Wringe et al., 2019).  
Moreover, consistent with norms from collectivist cultures, losing family members due to death 
or separation means a loss of important social networks potentially further impairing their mental 
health (Blitz, DeAngelo, Kofman, & Montana, 2017). These issues impact the mental health 
functioning of female refugees, especially younger women and women with young children who 
are particularly vulnerable to these risk factors (Alemi, James, Siddiq, & Montgomery, 2015; 
Schweitzer et al., 2018; Wringe et al., 2019). Considering that treatment for mental health 
problems in refugee women’s home and transit countries is often non-existent, for many refugee 
women the high levels of trauma as a result of poverty, depravation and violence often remain 
unaddressed after resettlement (El Aranout et al., 2019; Johnson-Agbakwu, Allen, Nizigiyimana, 




Post-migration Issues  
Once refugee women have been resettled, they often face additional challenges. Some of 
the most significant issues, as identified by resettled refugee women are language barriers and 
household responsibilities that prevent women from seeking adequate help (Baird, 2012; Crooks, 
Hynie, Killian, Giesbrecht, & Castleden, 2011; Kirmayer et al., 2011; Small, Kim, Praetorius, & 
Mitschke, 2016; Vonnahme, Lankau, Ao, Shetty, & Cardozo, 2015). Many resettled refugee 
women are more accepting of services for physical health needs; however, even when they are 
willing to seek help, a lack of culturally relevant and appropriate resources further deters 
resettled refugee women from utilizing care for their behavioral health needs (Felsman, 
Humphreys, & Kronk, 2019; Shannon, Vinson, Wieling, Cook, & Letts, 2015). Resettled refugee 
women are resilient; however, their styles of resilience may look very different from Western 
models of resilience (Lusk, Terrazas, Caro, Chaparro, & Antunez, 2019). There is limited 
information about patterns of resilience specific to refugee populations (Panter-Brick et al., 2018; 
Ungar, 2008). 
Further, most resettled refugee women often prefer same-sex practitioners and are very 
likely to request same-sex interpreters as well (Celik & Cheesman, 2018; Mengesha, Perz, Dune, 
& Ussher, 2018). This is particularly true of women who have suffered sexual violence by male 
perpetrators in the context of war (Miller, Martell, Pazdirek, Caruth, & Lopez, 2005). In fact, 
refugee women typically do not disclose sensitive and personal information to interpreters of the 
opposite sex (Celik & Cheesman, 2018; Floyd & Sakellariou, 2017; Miller, Martell, Pazdirek, 
Caruth, & Lopez, 2005). When professional interpreters are not available or affordable and 




information due to stigma and fears of gossip and breach of confidentiality (Celik & Cheesman, 
2018; Mengesha, Perz, Dune, & Ussher, 2018; Smith, 2018).  
Conceptualization of Mental Illness among Refugee Populations  
Some refugees believe that symptoms Western medicine may conceptualize as a 
biomedical mental illness is not an illness at all, but rather a spiritual state (Nazzal, Forghany, 
Geevarughese, Mahmoodi, & Wong, 2014; Pavlish, Noor, & Brandt, 2010). Consequently, the 
need for treatment, such as medication or therapy, is not considered necessary among many 
refugees (Shannon, Vinson, Cook, & Lennon, 2018). Some cultures believe mental illness is 
caused by a curse that is curable by alternative means, such as prayer, spiritual practice or natural 
healing (Asgary & Segar, 2011; Savic, Chur-Hansen, Mahmood, & Moore, 2016). 
Additionally, most refugees come from male-dominated societies where a strong 
influence of cultural patriarchy often deters women from seeking help (Clark, 2018; Delara, 
2016). Typically, female refugees are also hesitant to discuss their distress due to lack of trust of 
others, stigma, and language barriers (Floyd & Sakellariou, 2017; Savic, Chur-Hansen, 
Mahmood, & Moore, 2016). In addition, among females having larger families and having more 
family responsibilities or having less English language skills have been shown to be strongly 
related to trauma and other problems (Alemi, James, Siddiq, & Montgomery, 2015; Felsman, 
Humphreys, & Kronk, 2019). The influence of sociocultural factors that contribute to gender 
inequalities in health have been widely recognized by the World Health Organization (World 
Health Organization, 2018). 
Gaps in the Literature 
There is a lack of information to help guide the development of interventions to address 




Lionis et al., 2018). For example, to date, a limited number of studies are available that have 
sought the direct perspectives of refugee resettlement agencies and other service providers about 
needs and challenges related to resettlement (Bartolomei et al., 2016; McKeary, 2010; Salami, 
Salma, & Hegadorn, 2018; Sansani, 2004; Sundvall, 2018; Willey, Cant, Williams, & McIntyre, 
2018) and few studies have sought refugee women’s perspectives regarding their physical and 
behavioral health needs (Felsman, Humphreys, & Kronk, 2019; Saadi, Bond, & Percac-Lima, 
2012; Salman & Resick, 2015).  
Syrian Refugees 
The Syrian war began on March 15, 2011 with anti-government demonstrations similar to 
those in other Arab countries, which have been called, “The Arab Spring” (Arabic: Ar-rabi Al-
Arabi). Starting out as peaceful protests, these demonstrations quickly escalated to armed 
conflicts when opposition groups reacted back to government crackdown ultimately creating the 
world’s largest humanitarian crisis (Fargues, 2017; Drolet, Enns, Kreitzer, Shankar, & 
McLaughlin, 2018). Syrians comprise the largest group of refugees who are in need of 
humanitarian assistance in the form of not only resettlement, but also terms of addressing their 
physical and behavioral health needs, which have become increasingly complex due to the 
prolonged and ongoing conflict in Syria (El Arnaout et al., 2019; Yalim & Kim, 2018).  
Although Syrians are familiar with the Western system of medicine and treatment, they 
have preferences and expectations that are driven by religious beliefs and cultural norms and it is 
important to recognize and respect their preferences towards health and healing (Guruge et al., 
2018; Samari, 2017). Prior to the beginning of the conflict in Syria, there was a stable 
infrastructure for health care comparable with other middle-income countries; however, the 




Mackey, 2016). Although Syrians are not strangers to the Western model of healthcare, 
historically mental illness has been stigmatized in the Syrian society (Hassan et al., 2015; Yalim 
& Kim, 2018). Consequently, Syrians may be hesitant to acknowledge any mental health issues 
as those may be perceived as flaws in the person and may bring shame to the family 
(Almoshmosh, Mobayed, & Aljendi, 2016; Silove, Ventevogel, & Rees, 2017).  
Gaps in Our Understanding of Syrian Women’s Behavioral Health Needs 
Women comprise more than half of the nearly seven million Syrian refugees and 
approximately 77% of Syrian refugees are women and children (UNHCR, 2020a). Most of the 
refugee women from Syria are currently hosted by Turkey, Lebanon, and Jordan. There are 
estimates of a total of 1.75 women among the 3 million Syrian refugees in these countries 
(Pelley, Quailey, Uppal, & Yood, 2018; Saleh, Aydin, & Kocak, 2018). Many Syrian refugee 
women become the only caretakers of their children and families after losing their husbands and 
male relatives through death, incarceration or kidnapping in the war (Asaf, 2017; El Arab & 
Sagbakken, 2019).  
There is significant concern among Western countries that provide resettlement about 
how to address resettled Syrian refugee women’s unique physical and behavioral health needs, 
many of which arise from exposure to war and the trauma of displacement. These needs are often 
left undiagnosed and untreated because most of these individuals do not pursue or do not have 
access to health and/or behavioral health services (Efird, & Bith-Melander, 2018). Many studies 
have reported a high prevalence of behavioral health problems, including those related to PTSD, 
depression, anxiety and mood disorders (Georgiadou, Zbidat, Schmitt, & Erim, 2018; Mahmood, 
Ibrahim, Goessmann, Ismail, & Neuner, 2019; Pavli & Maltezou, 2017; Silove, Ventevogel, & 




sexual violence and increased domestic violence has magnified the need for behavioral health 
services for Syrian refugee women (Saleh, Aydin, & Kocak, 2018). Thus, conducting culturally 
sensitive research to explore the aspects and extent of these needs, and subsequently informing 
the development of psychosocial interventions to address the behavioral health needs of resettled 
Syrian refugee women is paramount (UNHCR, 2020a).  
Culturally sensitive research is particularly vital in improving the lives of the large and 
growing number of resettled refugee women from Syria, especially given the mass exodus of 
Syrians whose urgent needs for food, housing and medical attention take precedence over their 
behavioral health needs (Assi, Ozger-Ilhan, & Ilhan, 2019; Javanbakht et al., 2018; Thiel de 
Bocanegra et al., 2018). Most of the focus in the Western research has been placed on diagnosing 
the prevalence of mental illnesses, such as depression, anxiety, and PTSD using standardized 
measures, and there has been limited research on alternative ways of understanding behavioral 
health issues related to forced displacement, which means that culture specific ways of 
expressing distress are not captured (Swaroop & DeLoach, 2015; Yalim & Kim, 2018). This lack 
of understanding and the inability of Western measures and assessments in fully capturing the 
psychological and behavioral health needs of Syrian refugee women has been identified by 
researchers (Hassan, Ventevogel, Jeffe-Bahloul, Barkil-Oteo, & Kirmayer, 2016). This problem 
is also evident in the lack of evidence-based interventions that are culturally appropriate, and 
hence, there is a gap and a need for developing cultural awareness, sensitivity and obtaining 
more information in order to develop such interventions (Slobodin & de Jong, 2015).  
Research Questions 
The following research questions were developed to address these gaps in the literature 




(1) From the perspective of providers of services to resettled refugee women (i.e. local refugee 
resettlement agencies), what are the physical and behavioral health needs of resettled refugee 
women?  
(2) From the perspective of providers, what are the facilitators and barriers to accessing and 
utilizing health and behavioral health services?  
Method 
A qualitative approach is often taken when exploring a new problem. Although sample 
sizes are small, qualitative methods offer a holistic approach which complements the 
conventional methods of scientific inquiry and provides rich, in-depth perspectives of the 
respondents (Padgett, 2004). The data obtained from direct human interaction are very powerful 
and compelling and are often used alone or to enrich quantitative data. When information is 
sought directly from those individuals who are experiencing certain phenomena which are being 
explored a qualitative methodology becomes particularly useful (Bradshaw, Atkinson, & Doody, 
2017). The effectiveness of these methods in providing a deeper insight into the complex 
interaction of culture, beliefs and behavior has been well documented in literature (Wu, Wyant, 
& Fraser 2016). 
For research with refugee service providers, qualitative data provide valuable insights 
which are especially useful to countries that provide resettlement to refugees. In this context, 
more information is needed about culturally sensitive research methods and data collection 
strategies focused on gaining a deeper understanding of the health and behavioral health needs of 
the large and growing number of resettled Syrian refugees. This is especially important for 




behavioral health may be vastly different from Syrian women’s culture and understanding of 
behavioral health.  
Design 
To address the gaps in the literature, using the research questions stated above, a 
qualitative study with a phenomenological design was used to examine the physical and 
behavioral health needs of refugee women resettled in the United States from the perspectives of 
their service providers. A phenomenology study is used where there are gaps in our 
understanding and clarification is needed (Astalin, 2013). This study sought perspectives of 
resettlement service providers using semi-structured interview guides.  
Recruitment 
Recruitment was facilitated with the help of three local refugee resettlement agencies 
(Church World Service, World Relief, and Center for New North Carolinians). There were six 
initiation points for recruitment which comprised of three screenings in Durham, NC, one in 
Raleigh, NC, one in Greensboro, NC, and one in Highpoint, NC.  
Data Collection 
All service providers chose to be interviewed at their offices or at neutral locations. 
Informed consent was obtained from all study participants. To facilitate true voluntary informed 
consent, the PI ensured that each participant understood the implications of providing consent. 
The PI explained the purpose, methods, risks and benefits of study participation and addressed 
any questions presented by the participants. 
The PI conducted semi-structured interviews with service providers using a semi-
structured interview guide. All interviews were conducted in English and were voice recorded 




recording. Verbal consent rather than written consent was obtained to preserve the anonymity of 
study participants and all study documents were numbered for each participant. No identifying 
information was retained that connected the data to the participant. This decision was made to 
make the confidentiality of participants a top priority, which is a prerequisite in ethical 
qualitative research (Surmiak, 2108). Interviews lasted approximately one hour and no 
compensation was offered to the service providers.  
Data for the study were collected in the summer of 2019 and analyzed in fall of 2019. 
The target sample size was 10 resettlement service providers or until qualitative data saturation 
was reached. Saturation is attained when new data do not provide any new information such that 
further data collection would be redundant and is no longer necessary (Mason, 2010). Fidelity in 
the interview process was maintained using a fidelity check list maintained by the PI. The 
checklist included going over: introduction, study facts, study flyer, obtaining verbal consent, 
voice recording, and upon completion, assessing for any thoughts of harm to self or others. The 
study was approved by the Institutional Review Board at the University of North Carolina at 
Chapel Hill.  
Sample 
In total, seven resettlement service providers were recruited and participated in a semi-
structured interview. There was a variation in the professional roles of the service providers who 
participated in the study (e.g., case managers, care coordinators, employment specialists, policy 
makers, social workers, community support, and immigration service providers). All resettlement 
service providers were female, and the average number of years of experience among the 






The PI transcribed all interviews with the providers. All interviews were transcribed 
verbatim and NVivo software (QSR NVivo 12) was used to analyze data. During transcription, if 
a service provider had used the name of another service provider or agency, a blank was used to 
maintain de-identification.  
Deidentified demographic information was used for reporting sample characteristics. 
Qualitative data included voice recorded interviews, memos, and field notes. A combined 
approach was for used to develop the codebook which reduced bias (Blair, 2015). First, the PI 
developed a theory driven codebook for analysis of the qualitative data. The codebook was then 
refined with subsequent rounds of coding and a few more codes were added during open coding 
and triangulation with two other researchers (Roberts, Dowell, & Nie, 2019). The three graduate 
level researchers who had experience with qualitative data coding communicated regularly to 
review the coding process and any disagreements were resolved through discussion. Thematic 
analysis was used which is a widely used qualitative analysis methodology and offers a 
theoretically flexible approach to analyzing data (Nowell, Norris, White, & Moules, 2017). The 
codes were organized under themes. All responses were included in the sample and the final 
themes along with notes and demographics were integrated to fully capture participants’ 
perceptions. 
Quotes that best report findings and describe the providers’ experiences were selected to 
be included in the manuscript. Selected quotes from the resettlement service providers gives a 
voice to the participants while contributing to the credibility of the research (Anderson, 2010; 
Wu, Thompson, Aroian, McQuaid, & Deatrick, 2015).  




The PI carefully implemented the four metrics that that ensure rigor in a qualitative study: 
(1) credibility, (2) dependability, (3) confirmability, and (4) transferability of information 
presented (Forero et al., 2018; Korstjens & Moser, 2018).   
To establish credibility, the PI conducted several rounds of coding using thematic 
analysis and triangulated results with two other researchers (Cypress, 2017, Morse, 2015). In 
addition, the PI verified findings by conducting extensive literature reviews and consulting with 
experts. To build dependability, the PI will repeat the study with a larger sample and include 
non-English speakers in the next study. To ensure transferability, the PI will repeat the study in a 
focus group. To demonstrate confirmability, the PI has documented the entire study in a stepwise 
and transparent manner and the interview guide is publicly available.  
In addition, the PI was reflexive at every step of the research process and acknowledges gaining 
deeper and first-hand knowledge and humility about the strengths and challenges of the 
participants. This reflexivity is an important part of the research findings (Attia & Edge, 2017; 
Palaganas, Sanchez, Molintas, & Caricativo, 2017). The findings from this qualitative study are 
reported using the Consolidated Criteria for Reporting Qualitative Results (COREQ) reporting 
guidelines (Tong, Sainsbury, & Craig, 2007). The COREQ provides a checklist for explicit and 
comprehensive reporting of qualitative studies. The COREQ checklist has been completed for 
this study. 
Results 
Given the aims of the study and the perspectives of resettled Syrian refugee resettlement 
service providers, a broad range of responses highlight the physical and behavioral health needs 
of resettled refugee women from Syria. Several prominent themes emerged from the study. The 




resettled refugee women (informal groups, support groups, art or music therapy), cultural 
competence (building trust and rapport with the women, recognizing women’s expertise) and 
recognition of barriers (structural, cultural) and challenges (lack of resources).   
Responses from Resettlement Service Providers 
Several themes emerged from the interviews with resettlement service providers. The 
most prominent theme, and one that was recognized by all resettlement service providers, was 
cultural competence, which included building trust and rapport with the newly resettled women. 
Acknowledging alternate methods for addressing resettled refugee women’s behavioral health 
needs was also identified by all the providers. Other themes such as a need for behavioral health 
literacy (P001, P002, P005), importance of family (P001, P002, P003, P004), and creating a 
sense of belonging (P001, P007) also emerged. Providers also identified barriers (personal, 
cultural and structural) and challenges (policy level, professional, and economic) in addressing 
the behavioral health needs of resettled refugee women (P001, P004, P005).  
Cultural competence. Understanding the behavioral health needs of the resettled refugee 
women in the context of their cultural knowledge, beliefs, and wisdom helps build trust and 
rapport with them (Guruge et al., 2018; Mengesha, Dune & Perz, 2016; Siriwardhana, Ali, 
Roberts, & Stewart, 2014). This mutual trust can leverage the efforts to increase their health and 
behavioral health literacy and further engage them into treatment (Frounfelker, Assefa, Smith, 
Hussein, & Betancourt, 2017).  It is also important to examine the influence of culture on how 
the refugees conceptualize their behavioral health including psychological symptoms and 
somatic complaints (Schubert & Punamaki, 2011; Tribe, Sendt, & Tracy, 2017; Young & Chan, 
2015). Understanding women’s health beliefs and cultural understanding of behavioral health is 




building trust and engaging women to participate in research studies (Baird et al., 2017; Gabriel, 
Kaczorowski, & Berry, 2017; Johnson, Ali, & Shipp, 2009). Further, culturally appropriate 
services are likely to better engage resettled refugee women in treatment (Clark, 2018; Savic, 
Chur-Hansen, Mahmood, & Moore, 2016; Schweitzer et al., 2018). 
We have to take culture into consideration. Sometimes the way people describe their  
ailments to us is different than how we will describe our ailments. Like describing  
through physical ailments. You gotta’ understand, in some cultures therapy is not  
really something people do. They’d rather go to a witch doctor or they’d rather go to  
someone they know like a grandma or aunt or something they would trust like  
Santeria. I think trust is the biggest thing. Once you gain the trust, you can move  
forward with other things like other needs, but trust and building a rapport, I think is  
the number one thing that you need. (P006) 
A lot of these women have incredible coping mechanisms which involve things like  
singing together, and dancing together, and coming together in community, cooking,  
movement of some kind, drumming, wailing and grieving, when one needs to grieve a  
death. There are different practices in various countries and cultures that are  
extremely valid and that are less individualistic that still may be more healing than  
the individualistic mode of therapy. (P007) 
An important additional consideration is that differences exist even within seemingly 
homogeneous groups of women such that caution must be applied when interpreting themes 
(Young & Chan, 2015; Mengesha, Dune, & Perz, 2016). For example, women may present 




urban or mountains versus valleys (Johansson Blight, Persson, Ekbald, & Ekberg, 2008; Silove, 
Ventevogel, & Rees, 2017; Strasser, Kam, & Regalado, 2016).  
I have worked there for almost four years and I’ve never seen a woman who’s willing to 
take medication for mental health. Never. And believe me, I have names that I could point 
to. They need it so badly. But they will not. Neither of them had family, they were both 
single mothers. I think its shame, distrust, a lack of understanding what it’s going to do. I 
think they actually would be much more open to groups if they were female led, and only 
women. The problem, I think is that there are a lot of barriers- family, time, 
transportation and shame. I think they would be better in a group of their own culture. 
(P002) 
Building trust and rapport. Trust has a central place in the refugee experience which is 
often greatly affected by their experience of war and violence (Lyytinen, 2017). All service 
providers recommended building trust and rapport an important first step, to engage women in 
any form of intervention. 
Most women don’t want to tell you that they’re struggling with sadness or suicide 
ideation. It’s very uncommon for women to say it. Those that do, it’s because they build 
rapport with the case manager. It’s never really right off the bat when questions were 
asked. (P001) 
Sense of belonging. Feeling a sense of belonging in their new home is an indicator of 
successful resettlement and shapes the resettled refugee women’s experiences in seeking care for 
their health and behavioral health needs (Buccitelli, & Denov, 2019; Riggs et al., 2017). 
Moreover, having a sense of belonging also empowers women to take charge of their health and 




How do we get refugees to feel like they have a sense of belonging in their community as 
they resettle here, and a lot of that has to do with their health – physical, mental, social 
integration, all of that. I think they are all encompassing and a holistic way of looking at 
someone’s life in America as a success. (P001) 
Alternative approaches. Exposure to trauma or torture is an established risk factor for 
behavioral health problems (Schweitzer et al., 2018; Turini et al., 2017). The type of trauma 
endured, and its extent and duration may also significantly impact the physical and behavioral 
health of the resettled refugee women (Georgiadou, Zbidat, Schmitt, & Erim, 2018; Turini et al., 
2017). Although the natural improvement in behavioral health may be expected over time, many 
studies have found that if not treated in a timely manner, resettled refugees’ distress and mental 
illnesses persists over time and in many cases, even becomes worse (Goodkind et al., 2014; 
Kaltenbach, Schauer, Hermenau, Elbert, & Schalinski, 2018).  
Knowing that there is something wrong and be able to say, yeah, I’m not okay is 
different. It doesn’t mean they’ll do something about it. I would say non-talk therapies, so 
art, dance, singing, music, craft, cooking. All that is good. Take trauma for example. 
There are different levels of past trauma depending on where you are coming from and 
their response to that is different and there could be many reasons for that such as 
insular cultures, beliefs, nobody will believe me, and stigma. (P003) 
One-on-one therapy is a lot more intimidating for many of the women. This is just my 
assumption, they are not describing it to me, but I can tell the difference between the 
women in the women’s group versus one-on-one. You’re going to have small 
conversations and maybe something is brought up about something stressful in your life. 




You’re providing the basic services first to make the women feel safe and secure in food, 
housing, and knowing that their children are going to school and give them an 
opportunity to think, okay now it’s my turn. On the other hand, I feel like if they don’t get 
some of their needs met first, they may not be able to appreciate some of the other things 
that are happening. (P005) 
A less formal approach to mental health and healing, and I think a piece of that is  
 community solidarity and coming together with other people, women sharing  
stories, sharing in creative outlets like dance or sewing that creates a sense of agency  
and togetherness and less of this sense of isolation, can be really powerful. I think  
that saying things like group therapy or mental health group can be really off-putting  
and can often make people question that. What is that, I don’t know that I want to be  
a part of that, I don’t need that. But when you are in something more like a group,  
you’re sharing powerful stories of suffering and resilience. These stories come up in  
more organic ways that I think allow for a different level of trust and cohesiveness  
and an acknowledgement of the expertise of each person within the group to be their  
own agent of change. (P007) 
Cultural Idioms of Distress 
Culture includes beliefs, behaviors, values, and norms that form the way of life of a group 
of people. These ways of life are accepted and passed on from one generation to the next by 
communication, observation, or imitation. Further, culture is a multidimensional concept which 
is influenced by many factors such as gender, race, class, religion, language or ethnicity 
(Gopalkrishnan, 2019; Tribe 2005). Cultural beliefs influence how people view their health, seek 




Hence, culture is one of the most important aspects that shape an individual’s life, relationships, 
and how they make sense of the world and their position in it (Gopalkrishnan, 2018; O’Mahony 
& Donnelly, 2007).  
The impact of culture on health is enormous and includes perceptions of health, illness, 
medication, birth, death, and how illness and pain are perceived and expressed (Gopalkrishnan, 
2018). Throughout early history, illness was addressed by healers who practiced in their own 
communities. With the changed composition of societies to due waves of migration, both 
voluntary and forced, people find themselves in situations where they are obligated to seek 
treatment from individuals who are not only foreign to them, but also are not familiar with their 
cultural norms and belief systems. Understanding cultural factors and how they define the 
meaning of health and behavioral health for a given population is critical in the identification and 
treatment of behavioral health for that population (Felsman, Humphreys, & Kronk, 2019; Savic, 
Chur-Hansen, Mahmood, & Moore, 2016; Ungar, 2008). Moreover, culture acts as a powerful 
protective factor among refugees (Robertson, Savik, Mathiason-Moore, Mohamed, & Hoffman, 
2016; Ungar, 2013).  
Cultural factors and use of cultural language and idioms to describe their health and 
behavioral health needs and to express distress were prominent in interviews with the Syrian 
women. Limited research exists on cultural idioms and expressions of distress among resettled 
refugees. Thus, researchers working with ethnic minorities have identified this as an important 
need, especially when exploring mental health in non-Western populations (Alemi, Weller, 
Montgomery, & James, 2016; Hinton, Lewis, & Fernandez, 2010; Shannon, Wieling, McCleary, 
& Becher, 2015). This phenomenon has been observed in research with refugees from many 




Pollack, 2010, Hinton, Reis, & de Jong, 2015), Darfuri refugees (Rasmussen, Katoni, Keller, & 
Wilkinson, 2011), Afghan refugees (Alemi, Weller, Montgomery, & James, 2016) and Rohingya 
refugees (Riley, Varner, Ventevogel, Taimur Hasan, & Welton-Mitchell, 2017). Thus, there is a 
need to examine the cultural idioms or expressions of distress among resettled refugee women.  
Discussion 
This qualitative study was undertaken to examine the physical and behavioral health 
needs of resettled refugee women from the perspectives of resettlement service providers. 
Participating service providers shared their insights with enthusiasm and provided valuable 
recommendations.  
Perspectives of resettlement service providers. Providers recommended developing 
culture-specific inventions to be delivered to separate participant groups (Hinton & Jalal, 2014). 
This separation can be in the form of education, level of English comprehension, or ethnic 
separation within the same geographic regions, such as Yazidi, Kurdish, Sunni or Shiite (Murray 
et al., 2010). Moreover, separation by culture or ethnicity helps put certain symptoms in context, 
and unless these complaints and phrases are viewed and addressed in the cultural context, the 
prospect of Western-focused interventions having success with refugee groups may remain low.  
Furthermore, even with newly acquired English language skills, cross-cultural 
communication remains a barrier for many newly arrived refugee women (Saleh, Aydin, & 
Kocak, 2018). For participants with low levels of English, group interventions that are delivered 
in simple English may encourage the participants to practice their English while helping them 
develop social connections and learning new skills. Thus, a dual purpose of increasing the 
participants’ English language skills in addition to addressing their behavioral health and social 




Implications for Research, Policy, and Practice  
The results of this study are consistent with existing research and suggest that services 
and interventions to address behavioral health needs for resettled refugee women are likely to be 
most successful if the treatment model incorporates a two-fold approach where pre-migration 
trauma is addressed along with post-migration stressors (Miller & Rasmussen, 2017). To 
accomplish this goal, the timing of implementing this model will be critical and should ideally 
begin shortly after the arrival of the refugees into their resettlement city. In addition, more 
attention should be given to using a non-medicalized approach to gain a deeper understanding of 
the behavioral health needs of resettled refugee women from non-Western cultures.  
Strengths of the Study 
The strengths of this study include in-person interviews which provide more accurate 
data and capture additional important information through verbal and non-verbal ques, such as 
body language, emotions, choice of words and even the time and location of the interviews 
(Anderson, 2010). The findings of this exploratory qualitative study suggest that the service 
providers found the interview questions to be engaging and were eager to share their perspective 
on the health and behavioral health needs of resettled refugee women from Syria.  
Limitations 
There are several limitations to the study. The sample size was small which may have 
resulted in a non-representative sample and a possible underrepresentation of the presenting 
issues for refugee women. Emergent themes may only reflect the specific views of the small 
sample and may not represent the perspectives of the larger service provider population, 
potentially impacting transferability. Also, the sample was restricted to North Carolina and views 




service providers may also introduce a bias in the study and perceptions of male providers may 
differ from those expressed by the female providers. 
Conclusion 
Findings suggest that behavioral health literacy must be offered to resettled refugee 
women from Syria to provide them with a context of behavioral health to engage them in a 
discussion regarding these needs. More knowledge is needed on the strategies for addressing 
behavioral health needs of refugee women. To that end, findings from this qualitative study 
provide information to guide the development of culturally-relevant clinical interventions 
designed to improve the health and behavioral health of this marginalized and vulnerable 
population. 
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Table 2.1. Resettlement Service Provider Questionnaire 
Resettlement Service Provider Questionnaire 
Open-ended Questions:  
With reference to resettled Syrian refugee women: 
1. How well do the refugee women understand their current health needs? (Prompts: Do 
they have prior knowledge, health literacy, etc.) 
2. How well are the refugee women able to describe their health needs? (Prompts: Are there 
any barriers such as language and cultural barriers etc.) 
3. How open are the refugee women to medication to address their health needs? (Prompts: 
Do they remember, do they understand it’s important, is cost a factor, do they feel any 
shame taking the medicine) 
4. How well do the refugee women understand their current behavioral health needs? 
(Prompts: Is there a concept of behavioral health, behavioral health literacy etc.) 
5. How well are the refugee women able to describe their behavioral health needs? 
(Prompts: Are there any barriers such as language and cultural barriers etc.) 
6. How open are the refugee women to medication to address their mental health needs? 
(Prompts: Do they remember, do they understand it’s important, is cost a factor, do they 
feel any shame taking the medicine) 
7. How open are the refugee women to therapy such as counselling and support groups? 
(Prompts: Timings, location, importance) 
8. In you experience what are some of the psychological barriers that deter refugees from 
expressing their health and behavioral health needs? (Probes: moods, personality, mental 




9. In your experience, what are some of the cultural barriers that deter refugees from 
expressing their health and behavioral health needs? (Prompts: Interpreter’s gender, 
provider’s gender, religion factors, cultural norms, parenting duties, duties to family) 
10. In your experience, what are some of the structural barriers that deter refugees from 
expressing their health and behavioral health needs? (Prompts: Health and mental health 
literacy, lack of familiarity with navigating various systems, transportation, childcare, 
distance, timing, location) 
11. In your experience, what services would be most beneficial to address these refugee 
health issues? In your experience, what services would be most beneficial to address 
these refugee behavioral health issues? 


















GROUP DIFFERENCES IN PHYSICAL AND BEHAVIORAL HEALTH NEEDS AMONG 




More than 3 million refugees representing diverse regions of the world have been resettled 
in the United States. Exposure to war and conflict places resettled refugees at a higher risk of 
mental health and substance use problems compared with the general population. However, 
refugees are not a homogenous group and differences exist between refugee men and women and 
among refugees from various regions of the world. Moreover, differences also exist among rural 
and urban refugees in terms of health and behavioral health outcomes. These differences have not 
been adequately examined among resettled refugees. Taking into account that a large number of 
refugees who are offered resettlement arrive from rural areas, there is a need to explore these 
differences. To begin to address these gaps in the literature, this paper uses the nationally 
representative New Immigrant Survey (NIS-2003-1) dataset to examine the differences in physical 
and behavioral health needs and service utilization among male and female; and rural and urban 
refugees (n=552). Findings suggest that urban refugees report higher prevalence of health and 
behavioral health problems when compared with rural refugees. However, the rate of hospital 
utilization is higher among rural refugees. Considering the high risk for adverse health outcomes 
for rural refugees, given their low levels of education and low comprehension of English language, 




understand the factors associated with health, behavioral health and service utilization among rural 
and urban resettled refugees.  





At the end of 2019, more than 71 million people around the world were refugees, asylum 
seekers, or internally displaced due to war or conflict (United Nations High Commissioner for 
Refugees, 2020), which represents an increase of more than 6 million individuals since the 
beginning of 2017 and the largest number of displaced persons ever recorded (UNHCR, 2020). 
Among these 71 million individuals, 41.3 million people were internally displaced within their 
own countries, 26 million were refugees, and about 3.5 million were asylum seekers (UNHCR, 
2020). Given this massive global humanitarian and public health crisis, the United Nations has 
acknowledged a shared responsibility for managing refugee resettlement through international 
cooperation (United Nations, 2016).  
Refugees escape their countries often out of well-founded fear of death or persecution; 
consequently, it is often the case that barriers to successful acculturation encountered by refugees 
are typically greater than those faced by traditional immigrants who may emigrate for reasons 
other than persecution or war, such as economics, education or family reunification (Lincoln, 
Lazarevic, White, & Ellis, 2017; Reed & Barbosa, 2017). In addition, the challenges faced by 
refugees after resettlement are often greater and more complex than those faced by non-refugee 
immigrants (Shawyer, Enticott, Block, Cheng, & Meadows, 2017; Tay et al., 2015).  
Although there are some similarities in risk factors for health and behavioral health 
problems among all immigrants (i.e., refugees who are forced to flee their home countries versus 
individuals who choose to do so under their own volition), the risks for chronic physical health 
and serious behavioral health issues are higher for persons who undergo forced migration 
(Kirmayer et al., 2011; Jamil et al., 2015). In particular, exposure to trauma is identified as the 




often the main predictor for mental health problems, such as age-related depression due to 
isolation and loneliness (Jamil et al., 2015; Pavli & Maltezou, 2017). The persecution 
encountered by refugees can be in the form of loss of life, torture, witnessing violence, 
imprisonment, loss of job, damage to property, or threats, and remains the most frequent reason 
for fleeing to safety (Gottvall, Vaez, & Saboonchi, 2019; Lori & Boyle, 2015). Thus, the context 
of migration for refugees must not be conflated with those who are not forcibly displaced but 
instead arrive in a new country to seek opportunities for employment, education or family 
reunification (Hameed, Sadiq, & Din, 2018). This distinction is important and must be 
understood precisely when reviewing information or data for immigrants, which often include 
both refugees and non-refugees (Jamil et al., 2015; Montgomery, Jackson, & Kelvin, 2014). 
Stages of Migration for Refugees 
The refugees’ stay in countries of origin, camps and resettlement countries constitute the 
pre-migration, transit and post-migration stages, respectively, of their journeys (Chen, Hall, 
Ling, & Renzaho, 2017; George, 2012). In the pre-migration stage, refugees are still in their 
home countries but due to violence or imminent threat are preparing to move to a safer location 
(Charlson et al., 2019; Schweitzer et al., 2018). Transit is the middle stage of a refugees’ journey 
where he/she may be living in a camp or in a temporary settlement in another country. Finally, 
the post-migration stage is when refugees move to a different country that has offered them 
resettlement (Fazel, 2018; Small, Kim, Praetorius, & Mitschke, 2016). This is the stage where 
newly resettled refugees are likely to be presented with a host of resettlement related stressors, 
including: managing culture shock and language barriers; navigating the logistics of housing, 




social security, Medicaid, and food stamps; and learning English (Frounfelker, Assefa, Smith, 
Hussein, & Betancourt, 2017; Nelson-Peterman, Toof, Liang, & Grigg-Saito, 2015).  
Adversity at different stages of pre-migration, transit and post-migration may equally 
contribute to behavioral health problems in the refugee population (Miller & Rasmussen, 2017; 
Rousseau, 2018; Turrini et al., 2017).  
Examining Differences Between Rural and Urban Origins Among Refugees  
Within the refugee population, differences exist between the health and behavioral health 
needs for refugee men and women, even when examining refugees from a similar geographical 
area or time of forced migration (Floyd & Sakellariou, 2017; Shin & Lee, 2015; Young & Chan, 
2015). Furthermore, notable differences exist within the same gender based on origins from rural 
or urban areas in their home countries (Johansson Blight, Persson, Ekbald, & Ekberg, 2008; 
Silove, Ventevogal, & Rees, 2017). Indeed, an important distinction worth examining is the rural 
and urban differences in the geographical origin of refugees and the potential impact on how 
resettled refugees manage challenges encountered at the pre-migration, transit and post-
migration stages (Robertson, Savik, Mathiason-Moore, Mohamed, & Hoffman, 2016). This is 
important because many refugees arrive in the United States from countries with large rural 
populations. For example, 63% of the population in Sub-Saharan Africa, 67% in South Asia, 
67% in Southeast-Asia, 75% in Afghanistan, and 43%-70% in the Middle East live in rural areas 
(The World Bank, 2019). 
Refugees from rural areas, hereafter referred to as rural refugees, typically have lower 
education, literacy, and health literacy (Robertson et al., 2016). In many cases their job skills 
cannot be directly transferred to Western countries, which puts these individuals at an additional 




example, refugees who were elephant keepers or rice growers have specialized skills that are not 
easily transferrable in the American job market. In addition, rural refugees may have unique 
health and behavioral health challenges and may also experience a greater difficulty navigating 
the healthcare system in the United States due to their lack of access to health services prior to 
their resettlement (Hahn, Steinhauser, Wifling, & Goetz, 2019; Hameed, Sadiq, & Din, 2018; 
Longoria, 2018; Scheil-Adlung, 2015). Although research has drawn some attention to the rural 
and urban differences in the general population, research that examines these differences among 
refugees is scarce (Robertson et al., 2016; van Wyk, Schweitzer, Brough, Vromans, & Murray, 
2012).  
Considering that differences in rural vs. urban origins among refugees’ manifest in a 
number of ways, such as patterns of prevalence of behavioral health issues, attitudes towards 
health and healing, and healthcare service utilization, there is a critical need to examine these 
differences. For example, Johansson Blight and colleagues (2008) conducted a study with 
Bosnian refugees resettled in Sweden to estimate usage of sedatives among rural and urban 
refugees. Findings from their study indicate that use of sedatives (26.5%), sleeping pills (26.2%) 
and antidepressants (22.3%) differed by rural versus urban resettlement and were higher in urban 
areas, but did not differ by gender (Johansson Blight, Presson, Ekbald, & Ekberg, 2008). 
However, the authors did not consider information regarding the rural or urban origins of the 
refugees who were resettled into rural and urban areas. Differences stemming from rural and 
urban origins are often overlooked and more information is needed on how rural versus urban 
origins impact refugees’ resettlement outcomes (Gilhooly & Lee, 2017; Hammad, 2017; 
Longoria 2018).  




Given the differences among individuals from rural and urban origins and high levels of 
distress among refugees, even after several years following resettlement, addressing behavioral 
health problems among resettled refugees in a timely manner while remaining cognizant to their 
rural and urban differences is a pressing need (Nelson-Peterman, Toof, Liang, & Grigg-Saito, 
2015; Vaage, Thomsen, & Silove, 2010). One of the biggest challenges in examining the rural 
and urban differences and one that also corresponds with the gaps in our understanding of 
refugee behavioral health needs is the lack of a comprehensive dataset that includes information 
on rural and urban variables. These data are necessary to better understand forced migration, its 
impact on outcomes for refugees, and to measure changes over time (United Nations, 2018).  
One such dataset that includes information on the rural and urban origins of resettled 
refugees is the New Immigrant Survey (NIS), which is available for public use at the Inter-
university Consortium for Political and Social Research (ICPSR). Considering that the data were 
primarily collected to gain a better understanding of the sociological aspects of the lives of 
different classes of new immigrants to the United States, several sociological studies (n=55) have 
been published from the NIS data regarding newly arrived immigrants to the United States.  
However, only two publications related to resettled refugees’ health or behavioral health have 
emerged from these data (Montgomery, Jackson, & Kelvin, 2014; Reed & Barbosa, 2017). 
Of these two studies related to resettled refugees, Reed and Barbosa (2017) examined refugee 
health in comparison with other classes of immigrants and examined the health outcomes for 
both refugees and non-refugee immigrants. They compared health conditions across self-reported 
health, diagnosed chronic diseases, and diagnosed functional limitation and found that, compared 
to non-refugee immigrants, refugees have a significant health disadvantage across each one of 




United States, which focus on infectious diseases and nutritional deficiencies, may not be fully 
identifying the health needs of resettled refugees (Reed & Barbosa, 2017).  
Montgomery and colleagues (2014) examined the relationship between harm and 
depression in both refugee and non-refugee immigrants using NIS data (Montgomery, Jackson, 
& Kelvin, 2014). To examine depression among refugees, the authors examined pre-migration 
trauma as a risk for depression among refugees as well as non-refugee immigrants included in 
the NIS dataset. They found higher incidence of trauma among refugees (46.8% vs. 4.1%) and 
also found that being a refugee was positively associated with depression. However, they also 
found depression among refugees who did not report any trauma. Their findings suggest that 
refugees at risk for depression may not be receiving adequate behavioral health care 
(Montgomery, Jackson, & Kelvin, 2014). 
Both studies, although presenting important information regarding refugee health and 
mental health, do not report results separately for resettled refugee women and also do not 
examine geographical differences. Thus, outcomes for resettled refugees, especially for women 
and those that examine the rural and urban contexts, remain unstudied in the NIS data. To this 
end, this paper examines the differences in the health and behavioral health needs of resettled 
refugees from rural and urban areas of origin and addresses the following questions: (1) Are 
there differences in self-reported physical and behavioral health and service utilization between 
male and female refugees (2) Among resettled refugees from rural versus urban areas are there 
differences in self-reported physical and behavioral health and health service utilization?; and (3) 
Among resettled refugee women from rural versus urban areas are there differences in self-





Design and Data  
A cross-sectional study design and data from a publicly available national survey – the 
New Immigrant Survey (NIS-2003-1) – were used to examine the self-reported physical and 
behavioral health needs and service utilization of refugee women resettled in the United States 
(The New Immigrant Survey, 2005). The NIS contains data from a nationally representative 
sample of immigrants sampled from electronic administrative records compiled by the 
Immigration and Naturalization Service (now a part of the Department of Homeland Security). 
Questions regarding the specific class of immigration visa were asked during data collection. 
Refugees versus other classes of immigrants in the dataset. The NIS-2003-1 data 
include all four categories of permanent immigrants (defined as lawful permanent residents, also 
known as green card holders, who are lawfully authorized to live permanently in the United 
States): (1) those authorized through family sponsorships; (2) those authorized under work visas; 
(3) those authorized under diversity lottery visas; and (4) those authorized and resettled as 
refugees/asylum seekers. Here, the focus of this study is on the health and behavioral health of 
resettled refugees only given the differences that exist in the health and behavioral health needs 
of refugees versus other categories of immigrants (Reed & Barbosa, 2017; Wanigaratne et al., 
2018); thus, other groups are excluded from the analytic sample described below.  
A key assumption in this study regarding the use of the variable that indicates rural 
origins at age 10 is that refugees continue to stay in the rural area upon reaching adulthood. 
There is a high likelihood of this assumption being met given that relocation is not a popular 
trend among rural refugees and large areas of countries of origin or resettled refugees comprise 
of rural regions (The World Bank, 2019; UNHCR, 2019). However, the implications and 




Another important consideration is that refugees and asylum seekers are often aggregated 
in studies due to the similarities in their reasons for migration, which are most often based on 
persecution in their home countries. For example, a refugee is someone who has been recognized 
under the 1951 Geneva Convention for the status of refugee, whereas an asylum seeker is 
someone who has petitioned for refugee status on grounds of persecution and is awaiting 
decision in the country where the refugee status is sought (United Nations, 1954). Thus, many 
asylum seekers attain refugee status as a result of their petition.  
Data Collection 
Data for the NIS study were collected by a multidisciplinary team from New York 
University, Yale University, Princeton University, and the RAND Corporation between 1996 and 
2009. Each immigrant was contacted and individuals who agreed to participate were interviewed 
directly. The geographic sampling design included top 85 highly populated Metropolitan 
Statistical Areas (MSA’s) and all top 38 highly populated counties. A random sample of 10 
MSA’s from the remaining MSA’s and a random sample of 15 county pairs from the rest of the 
counties was used.  
A pilot of the NIS was conducted in 1997 with 1,127 adults which demonstrated a 
successful recruitment of participants and use of questionnaire for the study. After the pilot, the 
first full cohort (NIS-2003-1) was conducted which includes data from a sampling frame of 
12,500 adults with a response rate of 68.6% (n=8,573) and included individuals who became 
legal immigrants during May through November 2003. Respondents were interviewed during 
June 2003 through June 2004. The NIS-2003-1 is the sample from which the subsample of 552 




conducted in the respondent’s preferred language and 46% of the total interviews were 
conducted in English. 
Sample  
A total of 552 refugees were included in the sample. As shown in Table 1, 51% (n = 284) 
of the sample was male and 49% (n = 268) was female with an average age of 56.17 (SD = 
11.84). Almost 37% (n = 203) of the respondents reporting living in rural areas of their countries 
of origin and 23% (n = 123) reported living in poverty in the early years of their lives, hereafter 
referred to as childhood poverty. Also shown in Table 1, respondents were mostly married (65%, 
n = 361), lived in shared accommodations (89%, n = 491) and were mostly employed (74%, n = 
410). A small number of respondents reported having no formal education (4%, n = 22) and third 
of the sample (27%, n = 150) reported low levels of education. A large number of the 
respondents reported low understanding of English language (44%, n = 239) and low ability to 
speak English (38%, n = 210) English. However, few respondents (17%, n = 91) were enrolled in 
English language classes despite thier low comprehension of English. 
Measures  
Questionnaires for the interview were developed by the NIS team and sought information 
on topics that provided information about the lives of newly arrived refugees to the United 
States. The interview was divided into nine distinct sections which sought information on: (1) 
demographics, (2) pre-immigrant experiences, (3) education, (4) employment, (5) health, (6) 
healthcare utilization, (7) assets, (8) social variables, and (9) migration. These sections provided 
information on demographic variables such age, marital status, number of children, living 
arrangement, education, English language proficiency, rural and urban origins and self-rated and 




The NIS-2003-1 adapted questions from the World Health Organization’s Composite 
Diagnostic Interview Short Form (CIDI-SF) to measure depression (Montgomery, Jackson, & 
Kelvin, 2014). The CIDI is a fully standardized structured diagnostic interview with 
demonstrated reliability and validity in cross-cultural applications (Gelaye et al., 2013; Morina, 
Akhtar, Barth, & Schnyder, 2018). Questionnaires were translated into seven languages and 
interviews were conducted in the language of choice of each participant. Information about 
measures, a data codebook and supporting documentation are available for public use (The New 
Immigrant Survey, 2005). Data were collected for total of 18,379 variables in the NIS out of 
which 123 variables were strategically selected for this study based on their relevance and with 
guidance from the existing literature on resettled refugees. However, only the variables that 
showed significance are reported in the attached tables (Tables 1-12).  
Demographic variables. Demographic variables include gender (measured as male or 
female), age at the time of survey completion (measured in years since date of birth), marital 
status (measured as currently married, living together, divorced, widowed, never married), 
number of children (measured as number of children), type of residence (measured as house or 
apartment), home ownership (measured as rent, own or living for free), and living arrangement 
(measured as living alone or with others). To determine the rural or urban origins of the 
respondents, the following question was asked: “Were you living in a rural area when about age 
10?” Childhood socioeconomic status (hereafter referred to as childhood poverty) until age 16 
was reported and was measured as: (a) below average, (b) average, and (c) above average.  
Education level was measured in number of years of school, which was coded as: (a) no 
education, (b) less than high school, (c) high school, and (d) greater than high school. 




(e) retired, or (f) homemaker. For those not employed, type of employment sought was measured 
by: (a) full-time, (b) part-time, or (c) either. English language literacy was measured by a series 
of questions pertaining to understanding English and speaking English, with the following 
common response pattern: (a) well, (b) not well, and (d) not at all. Current enrollment in an 
English language class was also measured (yes/no). 
Health variables. These include diagnoses for high blood pressure (measured as yes/no), 
heart problems (measured as yes/no), lung problems (measured as yes/no), cancer (measured as 
yes/no), asthma (measured as yes/no), diabetes (measured as yes/no), arthritis (measured as 
yes/no), stroke (measured as yes/no), and surgeries (measured as yes/no). A dichotomous 
variable to report the use of medication for each of the above diagnosed illness was also included 
(measured as yes/no). Another question asked respondents to report on their current health as: (a) 
excellent, (b) very good, (c) good, (d) fair, or (e) poor.  
A composite variable consisting of the health variables enumerated above was constructed to 
capture any diagnosed health problems and included variables for: (1) high blood pressure 
(measured as yes/no), (2) diabetes (measured as yes/no), (3) cancer (measured as yes/no), (4) 
lung disease (measured as yes/no), (5) heart attack (measured as yes/no), (6) heart surgery 
(measured as yes/no), (7) stroke (measured as yes/no), (8) arthritis (measured as yes/no), and (9) 
asthma (measured as yes/no).  
Two questions asked about utilization of service: “Have you ever seen or spoken to a 
doctor (measured by yes/no), and, if so, where was that (measured by U.S./foreign/both)?” Two 
questions asked about hospital utilization: “Have you ever spent over night in a hospital 




variable for health service utilization was constructed with the aforementioned variables that 
indicated seeing a doctor or hospitalization in the U.S.  
Mental health variables. The variables that measured mental health include self-
reported emotional health problems (measured as yes/no), diagnosis for depression (measured as 
yes/no), psychiatric illness (measured as yes/no), and treatment for psychiatric illness (measured 
as yes/no). Additional mental health concerns were measured by a series of questions such as: 
“In the past 12 months have you ever felt sad or depressed (measured as yes/no)?” and “How 
often do you feel that way (measured as all day, most of the day, half the day, less than half a 
day)?” There were additional questions that sought information on: (1) emotional, nervous, or 
psychiatric problems (measured as yes/no), (2) feeling sad or depressed (measured as yes/no), (3) 
lost interest in activities (measured as yes/no), (4) feeling more tired than usual (measured as 
yes/no), (5) loss of appetite (measured as yes/no), (6) trouble sleeping (measured as yes/no), (7) 
trouble concentrating (measured as yes/no), (8) feeling worthless (measured as yes/no), and (9) 
thoughts of death or dying (measured as yes/no). The composite variable for mental health 
problems included all the above variables. 
Exposure to trauma was measured by questions regarding harm outside the United States. 
First, the respondent was asked if he/she suffered any harm outside the United States (measured 
as yes/no)? If a respondent answered affirmatively, the respondent was then asked if the harm 
was caused by: (1) incarceration, (2) punishment by officials or others, (3) confiscation of 
property, (4) loss of job, (5) damage to property, or (6) threats, each measured as yes or no.  
Substance use variables. Questions pertaining to substance use were measured by the 
following items: currently taking tranquilizers (measured by yes/no), smoking currently 




beverages (measured as yes/no), and if a respondent felt the need to cut down on drinking 
(measured as yes/no). A composite variable consisting of the following variables was 
constructed to capture any substance use problems: (1) currently taking tranquilizers (measured 
as yes/no), (2) currently smoking (measured as yes/no), currently consuming alcohol (measured 
as yes/no), and thoughts of reducing the number of beverages consumed (measured as yes/no).  
Composite of Behavioral Health. The composite variables of mental health and 
substance use were combined to create the composite of behavioral health variable.  
Data Analysis 
All analyses were conducted using Stata version 16 (StataCorp, 2019). Data were 
assessed for missingness and the shapes of distributions of all variables were examined. 
Descriptive statistics (i.e., frequencies, counts, means and standard deviations) were computed 
for all variables. Bivariate analyses were used to describe the sample and examine differences 
between male and female refugees, rural and urban refugees, and among female refugees from 
rural and urban origins. Tables 1-12 are attached.  
This study was focused on the following research questions: (1) Are there differences in 
self-reported physical and behavioral health and service utilization between male and female 
refugees? (2) Among resettled refugees from rural versus urban areas are there differences in 
self-reported physical and behavioral health and health service utilization? and (3) Among 
resettled refugee women from rural versus urban areas are there differences in self-reported 
physical and behavioral health and health service utilization? 
The dependent variables (DV’s) of interest in this study are those that pertain to physical health, 
behavioral health and service utilization. The following three DV’s were used: (1) composite of 




composite of service utilization (compservutil). These three dependent variables are dichotomous 
and the independent variables include one or more nominal or continuous variables, therefore, 
logistic regression was used to conduct the analysis. There are six assumptions that must be met 
prior to conducting logistic regression: (1) the dependent variable consists of two categorial 
dichotomous and unrelated groups which are mutually exclusive and exhaustive, (2) there are 
two or more independent variables which are measured at nominal or continuous level, (3) there 
is an independence of observations, i.e. there is no relationship between observations, (4) the 
data do not show multicollinearity, (5) there is a linear relationship between the continuous 
independent variable and the log odds of the dependent variable, and (6) there are no significant 
outliers. The first two assumptions are related to the choice of variables and cannot be tested 
using STATA. These assumptions must be answered by the study. The rest of the assumptions 
were checked using STATA which also confirmed the model fit (Stoltzfus, 2011).   
Research question 1. Are there differences in self-reported physical and behavioral 
health and service utilization between male and female refugees? To address this question for the 
analytic sample of resettled refugees (n=552), first, bivariate inferential statistics were used to 
examine the relationships between group status (i.e., male vs. female) as the independent 
variables and a series of dependent variables related to physical and behavioral health problems 
and health care service utilization. To examine the relationships between group status and 
categorical dependent variables, chi-square tests were used. All tests were two tailed with alpha 
set at 0.05. Stata version 16 was used for all analyses (StataCorp, 2019).  
Next, to examine the relationship between group status and physical health status 
(composite variable of any physical health problem), logistic regression was used and composite 




the relationship between group status and behavioral health status (composite variable of any 
behavioral health problem), logistic regression was used and behavioral health problems (yes/no) 
were regressed on group status and all covariates. Finally, to examine the relationship between 
group status and health service utilization (composite variable of seeing a doctor or 
hospitalization), service utilization (yes/no) was regressed on group status and all covariates. 
Research question 2. Among resettled refugees from rural versus urban areas are there 
differences in self-reported physical and behavioral health and health service utilization? To 
address this question for resettled refugees in the analytic sample (n=552), first, bivariate 
inferential statistics were used to examine the relationships between group status (rural vs. urban) 
as independent variables and a series of dependent variables related to physical and behavioral 
health problems and service utilization. To examine the relationships between group status and 
categorical dependent variables, chi-square tests were used. All tests were two tailed with alpha 
set at 0.05. Stata version 16 was used for all analyses (StataCorp, 2019).  
Next, to examine the relationship between group status and physical health status 
(composite variable of any physical health problem), logistic regression was used and health 
problem (yes/no) was regressed on group status and all covariates. Then, to examine the 
relationship between group status and behavioral health status (composite variable of any 
behavioral health problem), behavioral health problems (yes/no) were regressed on group status 
and all covariates. Finally, to examine the relationship between group status and health service 
utilization (composite variable of seeing a doctor or hospitalization), service utilization (yes/no) 
was regressed on group status and all covariates.                                                                                                                                                                                                                                                                                                                                                                                   
Research question 3. Among resettled refugee women from rural versus urban areas are 




To address this question for resettled refugees in the analytic sample (n=552), first, bivariate 
inferential statistics were used to examine the relationships between group status (rural women 
vs. urban women) as independent variables and a series of dependent variables related to 
physical and behavioral health problems and service utilization. To examine the relationships 
between group status and categorical dependent variables, chi-square tests were used. All tests 
were two tailed with alpha set at 0.05. Stata version 16 was used for all analyses (StataCorp, 
2019).  
Next, to examine the relationship between group status and physical health status 
(composite variable of any physical health problem), logistic regression was used and health 
problem (yes/no) was regressed on group status and all covariates. Then, to examine the 
relationship between group status and behavioral health status (composite variable of any 
behavioral health problem), behavioral health problems (yes/no) were regressed on group status 
and all covariates. Finally, to examine the relationship between group status and health service 
utilization (composite variable of seeing a doctor or hospitalization), service utilization (yes/no) 
was regressed on group status and all covariates.  
Results 
Results below are organized as follows. First, the results of bivariate models are 
presented. Next, the results of logistic regression models are presented. It is important to note 
that interactions were conducted to see if gender or rural vs. urban status were significant. The 
results were not significant so interactions were not included in the final model.  
Male vs. Female Refugees  
Table 1 shows differences among male and female resettled refugees. As shown in Table 




women in the sample was 55.65 (SD = 12.35) and this was not a statistically significant 
difference. In addition, there were no statistically significant differences between men and 
women with respect to owning a home (29% vs. 22% for men vs. women), or childhood poverty 
(24% vs. 21% for men vs. women). 
However, also shown in Table 1, men were more likely to married (72% vs. 59% for men 
vs. women; X2(6) = 20.80, p < .05), understand English well (61% vs. 52% for men vs. women; 
X2(1) = 4.55, p < .05), were more likely to be employed (87% vs. 40% for men vs. women; X2(6) 
= 66.72, p < .001) and reported higher rates of serving in the military in their countries of origin 
(35% vs. 2% for men vs. women; X2(2) = 103.92, p <.001). Also, compared to women, fewer 
men reported having no formal education (0.7% vs. 8% for men vs. women) and this was a 
statistically significant difference (X2(3) = 42.24, p < .001). 
With regard to health and healthcare utilization, as shown in Table 1, there were no 
statistically significant differences with respect to diagnosed illness (26% vs. 28% for men vs. 
women) or dental care utilization (33% vs. 35% for men vs. women). However, also shown in 
Table 1, men were more likely to report better health (35% vs. 24% for men vs. women; X2(5) = 
16.76, p < .05), better eyesight (45% vs. 32%; X2(5) = 14.53, p < .05), better hearing (59% vs. 
48%; X2(4) = 13.92, p < .05), missing fewer days from work due to health reasons (17% vs. 31% 
for men vs. women; X2(3) = 11.67, p < .05), and less healthcare service utilization (29% vs. 38% 
for men vs. women; (X2(1) = 5.67, p < .05).  
With regard to mental health and service utilization, as shown in Table 3, men reported 
fewer symptoms of depression during the past year (13% vs. 21% for men vs. women; X2(4) = 
11.40, p < .05), fewer issues related to mental health (13% vs. 22% for men vs. women; X2(1) = 




= 3.91, p < .05); however, men were less likely to report missing work due to health problems 
(17% vs. 31% for men vs. women; X2(3) = 11.67, p < .001).  
There were no statistically significant differences with respect to substance use (22% vs. 
18% for men vs. women) or overall behavioral health problems (29% vs. 32% for men vs. 
women).  
The results of the logistic regression models for male vs. female refugees are shown in 
Tables 4-6. Here, the composite variables for any health problem and any behavioral health 
problems (composite of mental health and substance use) were regressed on all independent 
variables in separate logistic regression models. As shown in Table 4, among male refugees, 
having low English language skills (OR = 2.40, p < .05) and experiencing trauma (OR = 2.11, p 
< .05) were associated with having physical health problems, and among female refugees being 
employed (OR = 3.56, p < .001) was associated with having health problems, when holding 
constant all other variables.  
Next, as shown in Table 5, among male refugees, having childhood poverty (OR = 2.13, 
p < .05) and being from a rural area (OR = .33, p < .001) were associated with an increased 
probability of having a behavioral health problem, when holding constant all other variables. 
Among female refugees, owning a home (OR = 2.08, p < .05) and having low childhood socio-
economic status (OR = 2.12, p < .05) were associated with having behavioral health problems, 
when holding constant all other variables.  
Next, as shown in Table 6, for male refugees, being employed (OR = 2.70, p < .05) and 
experiencing trauma (OR = 1.73, p < .05) were associated with an increased probability of using 
health services, when holding constant all other variables. Also shown in table 6, among female 




were associated with an increased probability of using health services, when holding constant all 
other variables. 
Rural Refugees vs. Urban Refugees  
Table 2 shows differences among rural and urban resettled refugees. As shown in Table 
2, the average age of the rural refugees in the sample was 57.46 (SD = 11.97) and the average 
age of the urban refugees in the sample was 55.42 (SD = 11.71) and this was not a statistically 
significant difference. In addition, there were no statistically significant differences with respect 
to rates of employment (74% vs. 75% for rural vs. urban), or owning a home (27% vs. 25% for 
rural vs. urban).  
However, also shown in Table 2, rural refugees were more likely to be married (72% vs. 
62% for rural vs. urban; X2(6) = 15.81, p < .05), reported low understanding of English (56% vs. 
32% for rural vs. urban; X2(1) = 18.71, p < .001), and reported low ability to speak English (65% 
vs. 45% for rural vs. urban; X2(1) = 20.31, p < .001). In addition, more rural refugees reported 
childhood poverty (30% vs 18% for rural vs. urban; X2(2) = 15.37, p < .001). Finally, more rural 
refugees reported having no formal education (7% vs. 2% for rural vs. urban) and this was a 
statistically significant difference (X2(3) = 42.24, p < .001).  
With regard to health and healthcare utilization for rural vs. urban refugees, as shown in 
Tables 2, there were no statistically significant differences between self-reported diagnosed 
illnesses (30% vs. 26% for rural vs. urban), good eyesight (31% vs. 43% for rural vs. urban), 
good hearing (48% vs. 57% for rural vs. urban), missing more days from work due to health 
reasons (25% vs. 21% for rural vs. urban), healthcare service utilization (33% for both rural and 
urban refugees) or dental service utilization (29% vs. 37% for rural vs. urban). However, 




(22% vs. 34% for rural vs. urban; X2(5) = 16.00, p < .05) and reported higher rates of hospital 
utilization (6% vs. 3% for rural vs. urban; (X2(1) = 4.02, p < .05).  
With regard to mental health and mental health care utilization, as shown in Table 2, 
there were no statistically significant differences between rural and urban refugees regarding 
symptoms of depression reported during the past year (15% vs. 18% for rural vs. urban), issues 
related to mental health (15% vs. 18% for rural vs. urban), and traumatic experiences (43% vs. 
48% for rural vs. urban). However, as shown in Table 2, less substance use (12% vs. 25% for 
rural vs. urban; X2(1) = 4.02, p < .05) but higher overall likelihood of behavioral health problems 
was reported by the rural refugees (X2(1) = 7.31, p < .05) and these were statistically significant 
differences. 
The results of the logistic regression models are shown in Tables 7-9. Here, the 
composite variables for any physical health problem and any mental health problem were 
regressed on all independent variables in separate logistic regression models. As shown in Table 
7, among rural refugees, having children (OR = 3.25, p < .05), being employed (OR = 3.26, p 
< .05) and experiencing trauma (OR = 2.88, p < .05) were associated with having an increased 
probability of reporting a physical health problem, when holding constant all other variables. 
Also shown in Table 7, among urban refugees, being employed (OR = 2.65, p < .05) and having 
low English language skills (OR = 2.39, p < .05) were associated with an increased probability of 
having a physical health problem, when holding constant all other variables.  
Also shown in Table 8, there were no significant associations between any of the 
independent variables and behavioral health problems among rural refugees. However, among 




(OR = 2.39, p < .05) were associated an increased probability of having a behavioral health 
problem, when holding constant all other variables. 
Next, as shown in Table 9, among rural refugees, being a male (OR = 2.31, p < .05),  
being employed (OR = 3.04, p < .05) and owning a home (OR = 3.60, p < .05) were associated 
with higher use of health services, when holding constant all other variables. Also shown in 
Table 8, among urban refugees, experiencing trauma (OR = 1.86, p < .05) was associated with a 
greater probability of the use of health services, when holding constant all other variables. 
Rural Women vs. Urban Women  
Table 3 shows differences among resettled refugee women from rural and urban origins. 
As shown in Table 3, the average age of the rural women in the sample was 57.11 (SD = 12.02) 
and the average age of the urban women in the sample was 55.00 (SD = 12.50) and this was not a 
statistically significant difference. In addition, as shown in Table 3, there were no statistically 
significant differences between owning a home (18% vs. 24% for rural vs. urban women), 
childhood poverty (28% vs 17% for rural vs. urban women), or rates of employment (56% vs. 
63% for rural vs. urban women). 
However, as shown in Table 3, rural women were more likely to be married (63% vs. 
56% for rural vs. urban women; X2(6) = 16.63, p < .05), report having no formal education (15% 
vs. 3%; X2(3) = 41.43, p < .001 for rural vs. urban women), report low understanding of English 
(67% vs. 39% for rural vs. urban women; X2(1) = 20.10, p < .001), and report low ability to 
speak English (71% vs. 46% for rural vs. urban women; X2(1) = 14.78, p < .001). 
With regard to physical health and healthcare utilization, as shown in Tables 3, no 
statistically significant differences were found between  good health (19% vs. 26% for rural vs. 




work due to health reasons (32% vs. 30% for rural vs. urban women), symptoms of depression 
during the past year (19% vs. 18% for rural vs. urban women), issues related to mental health 
(20% vs. 22% for rural vs. urban women), traumatic experiences (37% vs. 44% for rural vs. 
urban), health  service utilization (40% vs. 37% for rural vs. urban women), hospital utilization 
(6% vs. 5% for rural vs. urban women), dental service utilization (30% vs. 38% for rural vs. 
urban women) or overall behavioral health problem (27% vs. 34% for rural vs. urban women).   
However, with regard to mental health and mental health care utilization, as shown in 
Table 3, rural women reported less substance use (12% vs. 22% for rural vs. urban women; X2(1) 
= 4.20, p < .05) and this was a statistically significant difference. 
The results of the logistic regression models are shown in Tables 10-12. Here, the 
composite variables for any physical or any behavioral health problem were regressed on all 
independent variables in separate logistic regression models. As shown in Table 10, among rural 
women, being employed (OR = 3.00, p < .05) increased the probability of having a health 
problem, when holding constant all other variables. Also shown in Table 10, among urban 
women, being employed (OR = 3.95, p < .001) and having low English language skills (OR = 
2.95, p < .05) were associated with an increased probability of having a health problem, when 
holding constant all other variables. 
Next, as shown in Table 11, among rural women, being married (OR = .24, p < .05) was 
associated with having a behavioral health problem, when holding constant all other variables. 
Also shown in Table 11, among urban women, owing a home (OR = 2.54, p < .05), having 
childhood poverty (OR = 3.40, p < .05) and experiencing trauma (OR = 2.04, p < .05) were 




Next, as shown in Table 12, no associations were found for use of health services among 
rural women. However, also shown in Table 12, among urban women, having childhood poverty 
(OR = 4.82, p < .05) and experiencing trauma (OR = 3.13, p < .05) were associated with higher 
use of health services, when holding constant all other variables.  
Discussion 
This study used the NIS-2003-1 nationally representative dataset (n=552) to examine 
differences among refugees resettled in the United States based on gender and rural vs. urban 
origins. Male and female refugees are impacted by the pre- and post-migration stages differently 
and may have different coping mechanisms. Likewise, refugees from rural areas may have 
additional issues related to health or behavioral health given the issues typical to rural areas such 
as childhood poverty, low levels of education, and lack of access to health care prior to becoming 
refugees. Thus, examining for these differences among resettled refugees is important.  
Summary of Findings 
Differences were observed among resettled refugee respondents included in the NIS-
2003-1 for demographics such as age, gender, marital status, number of children, home 
ownership, education, employment, the ability to understand and speak English, childhood 
poverty, exposure to trauma, and rural or urban origins. Overall, women were less educated 
compared with men, fewer women were employed, and fewer women reported good health. In 
addition, more women reported feeling depressed and women also reported higher use of health 
services. This is consistent with the existing literature wherein refugee women are reported to be 
more marginalized due to low levels of language, job skills and health outcomes. However, men 




Moreover, fewer rural refugees reported good health, education or English language 
skills but also reported lower mental health and substance use problems. However, rates of 
employment and use of health services were similar among rural and urban refugees. This 
finding is also consistent with the existing literature wherein rural individuals are reported to be 
more marginalized due to low levels of language, job skills and have poor health outcomes. On 
the other hand, urban refugees presented more issues related to health and behavioral health, 
possibly indicating more openness to seeking help and engaging in treatment based on higher 
education and ability to communicate in English. In addition, higher rates of substance use 
among urban refugees is also a concern and more research is needed to examine this issue.  
Further, resettled refugee women from rural areas were found to be marginalized in that 
they reported higher rates of low childhood socio-economic status, lower education, low 
understanding of English language and fewer rural women reported good health. Although rural 
women reported lower rates of mental health problems, married rural women with children 
reported more health problems and the rates of service utilization among rural refugee women 
were higher compared with urban refugee women.  
Implications for Practice, Policy and Research 
Similar employment rates among rural and urban refugees despite differences in 
education and English language comprehension may be a cause for concern regarding a lack of 
opportunities for upward economic mobility for rural refugees and their families. Considering 
that all refugees regardless of their education, comprehension of English language and job skills 
are expected to work to support themselves and their families, language and job and vocation 




current skills, the risk for prolonged financial hardship for the families of low educated, rural or 
female refugees may be anticipated. 
Moreover, given that considerable numbers of refugees arrive from rural areas of origin, 
and may have compromised health even prior to their refugee experience special attention must 
be given to issues specific to rural populations such as poverty, low levels of education, low 
health literacy, poor health and behavioral health, and low job skills. If left unaddressed, the 
combined effect of these risk factors will continue to marginalize rural refugees, especially 
women with children.  
The physical and behavioral health of refugee women is especially a concern in the 
context that maternal health impacts children’s health and overall family well-being. Refugee 
women typically have large families and also may have children who are very close in age. For 
these refugee mothers, the additional responsibilities that come along with having and caring for 
larger families may put them at a further disadvantage and warrants our attention.  
The detrimental effects of the combination of poverty, low education and rural backgrounds for 
resettled refugees must be addressed through careful planning and programming. This can likely 
be accomplished by having a system in place that ensures ongoing literacy and health literacy. It 
is often the case that when resettled refugees get employed, they drop out of the informal English 
language classes offered through the resettlement agencies. Women with children have even 
higher dropout rates from English language classes even without employment. To address this 
issue, using both formal and informal approaches such as a blend of mandatory literacy and 
health literacy classes as well as community-level programs delivered by local community-based 




Practitioners who care for resettled refugees can also recommend programs for improving 
literacy and health literacy so that the resettled refugees can better understand and explain their 
health and behavioral health issues in person or through the use of self-reported health measures 
(SRH). Given the associations between trauma and having any health problems, and considering 
that many somatic complaints (somatization) are associated with trauma in refugees affected by 
war, the ability to report health accurately using SRH measures can function as an additional 
opportunity to capture resettled refugees’ health and behavioral health issues. 
Limitations 
The study has several limitations. First, the NIS data are over 10 years old and the trends 
among the newer waves of refugees may be different from those included in the data, hence 
generalizability of the study to the larger refugee population may be limited. Second, the data are 
cross-sectional, and prevalence of any conditions is reported at a certain point in time, hence 
caution must be exercised in deriving predictive relationships from the data. Third, the data are 
self-reported and often education, culture and socioeconomic status impact how people report 
their health status. Also, given the fact the newly resettled refugees are often hesitant to report 
their health problems, there may be some underreporting of physical and behavioral health 
problems. Fourth, the prevalence of trauma is detected through questions pertaining to harm, 
however, questions to measure symptoms of anxiety or PTSD were not included. Fifth, several 
important social variables such as actual or perceived social support were not included in the 
data or important variables may have been omitted from analysis (variable omission bias). 
Finally, sub-group analysis was used to examine group differences and results must be viewed 
with caution. Use of sub-groups serves a distinct purpose, however there is an increased 




Strengths of the Study 
Despite these limitations, the NIS data remain the most comprehensive national dataset 
for refugees collected to date and provide important information to increase our understanding of 
differences in health and behavioral health of resettled refugees based on rural and urban 
geographic differences. Thus, this study adds to the literature in that it examines physical and 
behavioral health and service utilization based on differences in gender and rural and urban 
differences among refugees resettled in the United States.  
Conclusion 
To fully understand the impact of pre-migration trauma and post-migration stressors over 
time, the evidence base regarding the physical and behavioral health of refugees must be 
strengthened through larger datasets and longitudinal data. Once such needs are identified, new 
services suitable to address the unique needs for resettled refugee women and rural and urban 
refugees must be designed and implemented. Further, an ongoing evaluation of these services is 
also necessary for addressing long-term physical and behavioral health disparities in this 
vulnerable population. Improved physical and behavioral health of resettled refugees is likely to 
improve the resettled refugees’ economic progress and will also benefit the countries that have 
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Table 3.1. Demographics among Male and Female Respondents 
Indicator Total (n=552) Male (n=284) Female (n=268) 
 % (n) % (n) % (n) 
 
Gender  51.45 (284) 48.55 (268) 
Age (M(SD)) 56.17 (11.84) 56.65 (11.34) 55.65 (12.35) 
Marital Status 
Married 71.38 (394) 55.58 (204) 44.42 (157) 
Children 
Yes  74.23 (409) 50.00 (204)  50.00 (205) 
Home Ownership 
Own 26.00 (111) 28.57 (68) 22.16 (43) 
Childhood SES 
Below Average  22.61 (123) 24.30 (68) 20.83 (55) 
Education 
No/low   30.91 (170) 42.35 (72) 57.65 (98) 
Understand English 
Not Well  43.85 (239) 39.43 (110) 48.50 (129) 
Speak English 
Not Well  38.46 (210) 38.00 (106) 38.95 (104) 
Employment Status  
Working 74.28 (410) 60.24 (247) 39.76 (163) 
Composite Health  
Composite variable 27.36 (151) 26.41 (75) 28.36 (76) 
Composite Mental Health 
Composite variable 17.21 (95) 13.03 (37) 21.64 (58) 
Substance Use  
Composite Variable  20.30 (112) 22.20 (63) 18.30 (49) 
Composite Behavioral Health   
Composite Variable  30.07 (166) 28.52 (81) 31.72 (85) 
Healthcare and Hospital Utilization 
Composite variable 33.15 (183) 28.52 (81) 38.06 (102) 
Trauma 










Table 3.2. Demographics of Rural and Urban Respondents 
Indicator Total (n=552) Rural (n=203) Urban (n=349) 
 % (n) % (n) % (n) 
Gender 
Male  51.45 (284) 53.69 (109) 50.14 (175) 
Female 48.55 (268) 46.31 (94) 49.86 (174) 
Age (M(SD)) 56.17 (11.84) 57.46 (11.97) 55.42 (11.71) 
Marital Status 
Married 71.38 (394) 41.37 (163) 58.63 (251) 
Children 
 Yes 74.23 (409) 16.75 (165) 21.49 (244) 
Home Ownership 
Own  26.00 (111) 26.75 (42) 25.36 (70) 
Childhood SES 
Below Average  22.61 (123) 30.46 (60) 18.16 (63) 
Education 
No edu  30.91 (170) 55.88 (95) 44.12 (75) 
Understand English 
Not Well  43.85 (129) 56.12 (110) 36.96 (129) 
Speak English 
Not Well  51.93 (283) 64.80 (127) 44.70 (156) 
Employment Status  
Working 74.28 (410) 73.89 (150) 74.50 (260) 
Composite Health 
Composite variable 27.36 (151) 30.05 (61) 25.79 (90) 
Composite Mental Health 
Composite variable 17.21 (95) 15.27 (31) 18.34 (64) 
Substance Use  
Composite Variable  20.29 (112) 12.32 (25) 24.93 (87) 
Composite Behavioral Health  
Composite Variable  30.07 (166) 34.10 (119) 23.15 (47) 
Healthcare and Hospital Utilization 
Composite variable 33.15 (183) 33.00 (67) 33.24 (116) 
Trauma 
Yes 45.55 (251) 42.57 (86) 47.28 (165) 
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Table 3.3. Demographics of Rural and Urban Refugee Women  
Indicator Women(n=268) Rural(n=94) Urban(n=174) 
 % (n) % (n) % (n) 
 
Female 100.00 (268) 35.07 (94) 64.93 (174) 
Age (M(SD)) 55.65 (12.35) 57.11 (12.02) 55.00 (12.50) 
Marital Status 
Married 58.58 (157) 62.77 (59) 56.32 (98) 
Children 
 Yes 51.42 (205) 47.27 (78) 52.05 (127) 
Home Ownership  
Own  22.16 (43) 18.46 (12) 24.03 (31) 
Childhood SES 
Below Average 20.83 (55) 27.78 (25) 17.24 (30) 
Education 
No/low 57.65 (98) 61.05 (58) 53.33 (40) 
Understand English 
Not Well  48.50 (129) 67.40 (62) 38.51 (67) 
Speak English 
Not Well  54.51 (145) 70.65 (65) 45.98 (80)  
Employment Status  
Working 39.76 (163) 56.38 (53) 63.22 (110) 
Composite Health 
Composite variable 28.36 (76) 28.72 (27) 28.16 (49) 
Composite Mental Health 
Composite variable 21.64 (58) 20.21 (19) 22.41 (39) 
Substance Use  
Composite Variable  18.28 (49) 11.70 (11) 21.84 (38) 
Composite Behavioral Health 
Composite Variable  31.72 (85) 26.60 (25) 34.48 (60) 
Healthcare and Hospital Utilization 
Composite variable 31.72 (85) 26.60 (25) 34. 48 (60) 
Trauma  






Table 3.4. Logistic Regression for Health: Men vs. Women 
Indicator Model 1 (Men)  Model 2 (Women) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender          
Married 1.10 .49 .83 .46-2.63 .90 .34 .78 .43-1.87 
Children 1.97 .80 .10 .88-4.36 1.37 .60 .47 .57-3.26 
Own Home .73 .26 .39 .36-1.48 .85 .41 .73 .32-2.18 
Employment 1.83 .78 .16 .79-4.21 3.56 1.16 <.001 1.88-6.74 
Poverty 1.08 .38 .83 .54-2.14 1.06 .40 .88 .50-2.23 
Low Edu .55 .21 .11 .26-1.14 .84 .84 .63 .40-1.72 
Low English 2.39 .78 .01 1.25-4.54 1.78 1.78 .09 .90-3.51 
Rural  1.40 .43 .28 .76-2.57 .79 .79 .50 .39-1.57 
Trauma 2.12 .63 .01 1.17-3.81 1.65 1.65 .10 .90-3.02 
         
X2   27.92   28.38 
p   <.001   <.001 






Table 3.5. Logistic Regression for Behavioral Health: Men vs. Women 
Indicator Model 1 (Men)  Model 2 (Women) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender          
Married .85 .34 .70 .38-1.87 .87 .29 .68 .45-1.66 
Children 1.37 .52 .40 .65-2.86 .90 .33 .77 .43-1.84 
Own Home .75 .27 .42 .37-1.50 2.07 .79 .05 .98-4.36 
Employment 1.40 .61 .44 .59-3.27 .92 .29 .79 .49-1.70 
Poverty 2.13 .71 .02 1.10-4.09 2.12 .74 .03 1.07-4.21 
Low Edu 1.55 .54 .21 .78-3.06 .94 .33 .87 .47-1.85 
Low English 1.32 .42 .39 .70-2.46 1.30 .42 .41 .69-2.43 
Rural  .34 .11 <.001 .17-.66 .57 .19 .09 .29-1.09 
Trauma .83 .24 .50 .47-1.44 1.38 .39 .26 .79-2.40 
X2   20.40   14.12 
p   .02   .12 






Table 3.6. Logistic Regression for Service Utilization: Men vs. Women 
Indicator Model 1 (Men)  Model 2 (Women) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender          
Married .65 .26 .27 .29-1.40 1.75 .58 .10 .90-3.36 
Children 1.14 .42 .72 .55-2.35 1.22 .45 .59 .58-2.52 
Own Home 1.57 .51 .16 .83-2.96 1.74 .67 .15 .81-3.70 
Employment 2.70 1.12 .02 1.19-6.09 1.50 .45 .18 .83-2.69 
Poverty .88 .30 .70 .44-1.73 2.07 .71 .04 1.04-4.06 
Low Edu 1.22 .43 .58 .60-2.47 1.36 .46 .36 .70-2.61 
Low English .76 .25 .41 .40-1.45 .86 .27 .62 .46-1.58 
Rural  .87 .27 .64 .47-1.58 1.07 .34 .83 .57-1.97 
Trauma 1.73 .49 .05 .99-3.01 2.40 .67 .002 1.38-4.13 
X2   14.09   24.79 
p   .02   .003 






Table 3.7. Logistic Regression for Health: Rural vs. Urban 
Indicator Model 1 (Rural)  Model 2 (Urban) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender  .49 .20 .09 .21-1.10 .91 .26 .75 .52-1.59 
Married 1.01 .56 .98 .34-2.97 .99 .33 .97 .51-1.89 
Children 3.24 1.93 .05 1.00-10.45 1.28 .45 .48 .64-2.55 
Own Home .78 .38 .62 .30-2.01 .74 .27 .41 .36-1.50 
Employment 3.26 1.43 .007 1.37-7.71 2.64 .82 .002 1.44-4.85 
Poverty .86 .33 .70 .40-1.82 1.28 .46 .49 .63-2.57 
Low Edu .87 .35 .72 .39-1.91 .59 .20 .12 .29-1.15 
Low English 1.51 .62 .31 .67-3.40 2.40 .69 .002 1.36-4.20 
Rural          
Trauma 2.88 1.03 .003 1.42-5.80 1.49 .40 .14 .87-2.52 
X2   27.07   31.20 
p   <.001   .003 






Table 3.8. Logistic Regression for Behavioral Health: Rural vs. Urban 
Indicator Model 1 (Rural)  Model 2 (Urban) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender  1.58 .64 .26 .71-3.48 1.10 .28 .71 .66-1.80 
Married .42 .20 .07 .16-1.08 1.13 .33 .69 .63-2.01 
Children 1.51 .81 .44 .52-4.33 .84 .25 .56 .46-1.51 
Own Home 1.04 .51 .94 .39-2.69 1.32 .40 .36 .72-2.39 
Employment .51 .25 .17 .19-1.34 1.18 .35 .8 .65-2.12 
Poverty 1.35 .52 .44 .62-2.88 3.16 1.01 <.001 1.69-5.90 
Low Edu 1.42 .61 .41 .61-3.28 1.11 .33 .72 .61-2.00 
Low English .75 .32 .49 .32-1.71 1.73 .46 .04 1.02-2.90 
Rural          
Trauma 1.04 .39 .92 .49-2.16 1.15 .28 .54 .72-1.86 
X2   8.17   20.31 
p   .52   .02 






Table 3.9. Logistic Regression for Service Utilization: Rural vs. Urban 
Indicator Model 1 (Rural)  Model 2 (Urban) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender  2.31 .89 .03 1.08-4.93 1.38 .35 .20 .84-2.27 
Married 1.37 .69 .53 .51-3.69 1.07 .31 .82 .59-1.90 
Children 1.30 .67 .60 .47-3.54 1.07 .32 .82 .59-1.94 
Own Home 3.60 1.59 .004 1.52-8.55 1.13 .34 .70 .62-2.03 
Employment 3.04 1.23 .006 1.37-6.72 1.40 .41 .26 .78-2.48 
Poverty 1.02 .38 .968 .48-2.10 1.59 .51 .15 .84-2.96 
Low Edu 1.24 .50 .60 .56-2.71 1.14 .35 .68 .62-2.06 
Low English .90 .36 .79 .40-1.98 .92 .25 .76 .54-1.55 
Rural          
Trauma 2.53 .89 .01 1.26-5.05 1.86 .45 .01 1.15-2.98 
X2   32.91   12.68 
p   <.001   .18 






Table 3.10. Logistic Regression for Health: Rural Women vs. Urban Women 
Indicator Model 1 (Rural Women)  Model 2 (Urban Women) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender          
Married .60 .41 .45 .15-2.29 1.06 .49 .90 .42-2.61 
Children 7.09 8.29 .09 .71-70.14 .70 .37 .50 .25-1.97 
Own Home .34 .39 .35 .03-3.35 1.06 .58 .91 .36-3.12 
Employment 3.01 1.65 .05 1.01-8.79 3.95 1.64 .001 1.74-8.92 
Poverty .88 .54 .84 .26-2.91 1.33 .69 .58 .48-3.68 
Low Edu 1.21 .80 .77 .33-4.39 .71 .34 .48 .28-1.80 
Low English .70 .47 .59 .18-2.59 2.95 1.25 .01 1.28-6.77 
Rural          
Trauma 1.73 .95 .31 .59-5.04 1.90 .75 .10 .88-4.12 
X2   12.33   24.41 
p   .14   .002 






Table 3.11. Logistic Regression for Behavioral Health: Rural Women vs. Urban Women 
Indicator Model 1 (Rural Women)  Model 2 (Urban Women) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender          
Married .24 .15 .02 .07-.83 1.60 .66 .26 .71-3.58 
Children 1.82 1.39 .43 .40-8.18 .54 .25 .18 .22-1.33 
Own Home 1.27 1.01 .76 .26-6.04 2.54 1.16 .04 1.03-6.22 
Employment .51 .31 .27 .16-1.66 1.09 .43 .83 .50-2.35 
Poverty 1.41 .86 .57 .42-4.64 3.40 1.62 .01 1.33-8.69 
Low Edu .80 .53 .74 .22-2.89 1.21 .52 .65 .52-2.81 
Low English .55 .34 .34 .15-1.87 1.98 .78 .08 .91-4.29 
Rural          
Trauma .85 .48 .77 .28-2.55 2.04 .73 .04 1.01-4.12 
X2   10.02   18.17 
p   .26   .02 






Table 3.12. Logistic Regression for Service Utilization: Rural Women vs. Urban Women 
Indicator Model 1 (Rural Women)  Model 2 (Urban Women) 
 OR S.E.  p CI  OR S.E.  p CI  
Gender          
Married 1.61 .96 .43 .49-5.20 2.17 .92 .07 .94-4.99 
Children 1.99 1.42 .34 .48-8.10 .82 .38 .66 .32-2.02 
Own Home 2.26 1.68 .27 .52-9.66 1.54 .72 .35 .61-3.82 
Employment 2.36 1.18 .08 .89-6.30 1.04 .41 .92 .47-2.25 
Poverty .94 .49 .90 .33-2.61 4.82 2.44 .002 1.78-12.99 
Low Edu 1.19 .69 .76 .38-3.69 1.60 .70 .29 .67-3.78 
Low English .60 .35 .38 .19-1.86 1.18 .47 .68 .54-2.57 
Rural          
Trauma 1.97 .95 .15 .76-5.08 3.13 1.14 .002 1.53-6.39 
X2   9.27   24.84 
p   .32   .001 











Summary of the Studies 
This three-paper dissertation begins to address the gaps in our understanding of the 
physical and behavioral health needs of refugee women resettled in the United States. 
Considering the unprecedented number of individuals forcibly displaced from their homes 
globally and given the fact that United States has resettled more than 3 million refugees to 
date, this research is timely and important and has the potential to improve the well-being of 
one of the most vulnerable and marginalized populations served by social work.   
To that end, paper one from this dissertation is a systematic review that synthesized 
the studies that reported factors related to behavioral health problems among refugee women 
resettled in the United States. The findings of this systematic review highlight the risk of 
behavioral health problems that exist among women who have experienced multiple 
traumatic events and prolonged stays in refugee camps and who experience ongoing stressors 
after resettlement. In addition, findings also include a synthesis of challenges resulting from 
the behavioral health problems experienced by the women. Women reported unemployment, 
acculturation problems, lack of social networks, reduced family functioning, and a lack of 
access to culturally appropriate services to address trauma and family disruption, as some of 
the major problems which are consistent with the existing literature (Silove, Ventevogel, & 
Rees, 2017). 
Paper two is a qualitative study that examined the health and behavioral health needs 




resettlement service providers in North Carolina using a semi-structured interview guides. 
Findings indicate that many resettled refugee women may not have a context for the Western 
descriptions of behavioral health. Thus, they are less likely to be receptive to seeking care for 
any behavioral health issues that they may be experiencing. In addition, women may also use 
alternative coping strategies to manage problems related to behavioral health issues. Findings 
also suggest a need for culturally relevant services and interventions to address the 
behavioral health problems of resettled refugee women from Syria.  
Paper three presents the results from an analysis of a nationally representative cross-
sectional dataset, the New Immigrant Survey (NIS-2003-1), and examines the physical and 
behavioral health and differences in patterns of service utilization based on resettled 
refugees’ gender and rural versus urban origins. These differences remain understudied and 
the results of this study have the potential to add to the existing knowledge of the physical 
and behavioral health needs of resettled refugees from rural and urban areas of their countries 
of origin.  
Differences were observed among resettled refugee respondents included in the NIS-
2003-1 for demographics such as age, gender, marital status, number of children, home 
ownership, education, employment, the ability to understand and speak English, childhood 
poverty, exposure to trauma and rural or urban origins. Overall, women were less educated 
compared with men, fewer women were employed, and fewer women reported good health. 
In addition, more women reported feeling depressed and women also reported higher use of 
health care services. This is consistent with the existing literature wherein refugee women are 





Strengths and Limitations  
Strengths. The systematic review examines both pre- and post-migration factors 
related to the behavioral health of resettled refugee women. In addition, information was also 
synthesized regarding the challenges resulting from the behavioral health problems. These 
challenges constitute risk factors and predictors for poor health, behavioral health problems, 
and poor economic outcomes (Murray, Davidson, & Schweitzer, 2010; Tomlinson, 2010; 
Ozturk, Serin, & Altinoz, 2019).  
Findings from this phenomenological qualitative study provide foundational 
information to guide the development of culturally-relevant clinical interventions designed to 
improve the health and behavioral health of this marginalized and vulnerable population. 
This is a necessary step in the direction of addressing behavioral health needs of resettled 
refugee women.  
Finally, within the refugee population, differences exist between the physical and 
behavioral health needs for refugee men and women, even when examining refugees from a 
similar geographical area or time of forced migration (Floyd & Sakellariou, 2017; Shin & 
Lee, 2015; Young & Chan, 2015). Furthermore, notable differences exist within the same 
gender based on origins from rural or urban areas. These group differences were examined in 
detail in the study using a national dataset NIS-2003-1.  
Limitations. Although this dissertation adds important information to the knowledge 
base for refugee studies, there are also some limitations. First, the systematic review only 
included studies from peer-reviewed journals, hence there is a strong possibility of 
publication bias. Secondly, findings were included from studies conducted in the United 




research on resettled refugee women is conducted in Western countries other than the United 
States, hence possible important findings from studies conducted in those countries were not 
captured. Third, only quantitative studies were selected for this review and important 
information from those studies could have been overlooked.  
The qualitative study also had some limitations; first, the sample size was small 
which may have resulted in a non-representative sample and a possible underrepresentation 
of the presenting issues for refugee women. Second, the sample was restricted to North 
Carolina and views of participants in different states may differ. Third, all service providers 
were female and their perspectives may differ from those of male service providers.   
Finally, findings from paper three should also be viewed with caution. First, the data 
are more than 10 years old and do not include the more recently resettled refugees. Second, 
the data are cross-sectional and cannot be used to derive predictive relationships. Third, the 
data do not include important variables such as those providing information for anxiety, 
PTSD or social supports. Having these variables could better account for the prevalence of 
behavioral health problems among the resettled refugees included in sample.  
Implications for Practice, Policy and Research 
Gender specific research. Resettled refugee women’s voices are underrepresented in 
research which means that their unique needs are not being heard or addressed (Kisilu & 
Darras, 2018; Young & Chan, 2015). Efforts to actively include refugee women in research 
will expand our understanding of their physical and behavioral health needs and will also 
serve to empower them (Baird et al., 2017).  
Combined effect of pre- and post-migration. The physical and behavioral health of 




resettlement related stressors in the post-migration stage. The combined effect of these pre- 
and post-migration factors warrants more research in finding ways to address these issues 
simultaneously and in a timely manner. Programs and interventions to address refugee needs 
are likely to be most successful if the treatment model incorporates a two-fold approach 
where pre-migration trauma is addressed along with post-migration stressors (Miller & 
Rasmussen, 2017).  
Cultural relevance. Given that the refugee women come from cultures that are very 
different from the American culture, and considering a need that they have themselves 
identified, programs and interventions to address their behavioral health problems must be 
culturally relevant to better engage these women in the interventions (Bemark & Chung, 
2017). In addition, researchers working with ethnic minorities have also identified cultural 
relevance as an important need, especially when exploring mental health in non-Western 
populations (Alemi, Weller, Montgomery, & James, 2017; Shannon, Wieling, McCleary, & 
Becher, 2015). 
Maternal health and family well-being. The physical and behavioral health of 
refugee women is especially a concern in the context that maternal health impacts their 
children’s health and overall family well-being (Muhtz et al., 2015; Sangalang, Jager, & 
Harachi, 2017). This is also concerning because research shows that maternal depression 
negatively impairs family functioning and is linked with reduced outcomes for children at 
home and schools (Hameed, Sadiq, & Din, 2018; Tinghog et al., 2017). Thus, addressing the 
needs and optimizing outcomes for physical and behavioral health of resettled refugee 




Addressing literacy, health literacy and job skills. Researchers and practitioners 
working with resettled refugee women have found that medicalized models of care may not 
always be appropriate for providing them with behavioral health care (Frounfelker, Assefa, 
Smith, Hussein, & Betancourt, 2017). Culturally appropriate approaches such as groups that 
provide information about behavioral health literacy may be used as a starting point to 
engage the resettled refugee women in conversations about literacy as a first step and then in 
more sensitive conversations about physical and behavioral health literacy as a next step 
(Clark, 2018).  
Conclusion 
There is a need for gender-specific research for resettled refugee women that also 
takes cultural factors into account. Gender alone shapes the migration experience very 
differently for refugee women, and when combined with culture, the impact is enormous. 
However, research on refugee women that examines gender and culture simultaneously is 
lacking and is much needed. Research conducted with this approach will provide a more 
comprehensive understanding of the complexity of behavioral health needs for resettled 
refugee women, and will help practitioners, policy makers, and service providers to 
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